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FOREWORD 


Ten years ago, the International Conference on Population and 
Development (ICPD) was held in Cairo. Government representatives from 179 
nations worldwide convened with development partners and civil society to 
agree on a vision for population and development that was focused on a path 
where individual rights, needs and aspirations met national goals and the needs 
of future generations. The Conference marked a historic shift in the 
population discourse, from population numbers to improving human lives. 


A 20-year Programme of Action, with clearly defined goals and 
objectives and indicators to measure progress, was adopted by the Conference. 
Among these goals were universal primary education, with special emphasis 
on closing the gender gap, significant reductions in maternal, child and infant 
mortality and universal access to reproductive health services. 


The year 2004 marks the tenth anniversary of the Cairo Conference and 
it is an appropriate time to take stock of where we stand. In 2003, the United 
Nations Population Fund (UNFPA) conducted a global survey to appraise 
national experiences, advances and constraints in implementing the ICPD 
Programme of Action. The global survey showed that while there were many 
achievements to be celebrated, we must work even harder in the coming years 
if we are to deliver on the ICPD commitments. 


This report, prepared collaboratively by ESCAP and UNFPA, offers a 
regional perspective on the progress made towards achieving the ICPD goals 
and identifies emerging challenges and opportunities in Asia and the Pacific 
within the context of poverty reduction. 


The Asian and Pacific region is home to 60 per cent of the world’s 
population and the vast majority of the world’s poor. Governments in the 
region are overwhelmingly committed to the ICPD vision for human 
development, economic progress and environmental preservation. In 2002, 
ESCAP hosted the Fifth Asian and Pacific Population Conference, where a 
Plan of Action on Population and Poverty was adopted. Previously, countries 
and territories in the region had adopted the Bali Declaration on Population 
and Sustainable Development as a blueprint that would guide their actions in 
the field of population and development into the new millennium. 


As this regional analysis demonstrates, Asia and the Pacific has come a 
long way. Most countries have taken steps to integrate population concerns 
into socio-economic development strategies and adopted legislative measures to 
protect women’s rights and policies to empower women. Some countries have 

ny r 
ill 


achieved universal primary education and succeeded in eliminating the gender 
gap in education, while nearly all have increased access to reproductive heath 


services and schools. 


Yet the region is facing many new concerns, such as population ageing, 
urbanization and migration, both internal and international, the growing danger 
of an HIV/AIDS pandemic and widespread environmental degradation. 
Furthermore, the formidable challenges of achieving gender equality, ensuring 
reproductive rights and eradicating poverty remain daunting. Ultimately, 
this report emphasizes that the alleviation of poverty cannot be achieved if 
population and reproductive health issues are not effectively addressed. 


To achieve our common goals, ESCAP and UNFPA are committed to 
building the capacity of countries in the region to manage their own solutions 
to emerging and persistent development challenges. Our purpose is to foster 
good governance and the changes in attitudes and value systems that will 
ensure equal rights and opportunities for a decent life to all human beings. 


Through this publication, we call upon our partners in the development 
community to reaffirm the ICPD vision and accelerate efforts to translate 
commitments into action and action into results. Ultimately, the test will be 
on the ground, i.e., whether we can transform the lives of the poor, especially 
women, in discernible ways. 


Arte h-deod 


Kim Hak-Su Thoraya Ahmed Obaid 
Executive Secretary Executive Director 
United Nations Economic and United Nations Population Fund 


Social Commission for Asia and 
the Pacific 


ABSTRACT 


The Programme of Action adopted by the International Conference on 
Population and Development (ICPD) marks its tenth year of implementation 
in 2004. During the past 10 years, countries of the ESCAP region have 
taken important initiatives to reorient their population policies and 
programmes in accordance with the principles and recommendations of the 
Programme of Action. These actions were assessed in a field enquiry 
undertaken by UNFPA in 2003. The results of that enquiry along with a 
review of many other reports reflecting the situation in the ESCAP region 
are presented in the present report. Although it finds that significant 
progress is being made towards meeting the ICPD goals in the ESCAP 
region, there are major issues, challenges and constraints that remain to be 
addressed. It also found that there are differences in the pace of progress 
among subregions and among countries in the implementation of the 
Programme: of Action. Countries of the ESCAP region are extremely 
diverse in terms of their demographic and socio-economic situation as well 
as the cultural and religious composition of their populations, and these 
differences have contributed to the diversity in the pace of progress in 
implementing the Programme of Action. 


The report reveals a number of interesting trends. For example, 
the changes in the age structure that the countries of the region are under- 
going, as well as the ageing of the population that will occur rapidly in 
the future, need to be factored into planning and investment decisions. 
International and internal migration and other types of population move- 
ments are likely to increase and thus would have profound implications for 
poverty reduction, the empowerment of women and reproductive health. 
With regard to gender issues, there has been notable progress in bridging 
gender gaps in education, yet much remains to be done in improving their 
participation in economic and political life, in addressing gender-based 
violence and promoting male responsibility. As for reproductive health, 
while access to safe motherhood and family planning has improved, unmet 
need for family planning, unwanted pregnancies and unsafe abortion remain 
acute in a number of countries. While meeting the reproductive needs of 
adolescents and unmarried youth is firmly on the national agenda of many 
countries, the vast majority of them, whose numbers are at their peak, do 
not have access to information and services. Information and services for 
sexually transmitted diseases and HIV/AIDS and for the management of 
infertility and reproductive organ malignancies are not widespread. ae 
promotion of reproductive rights, improving the quality of care and 
improving national capacity are important challenges facing many countries. 
Further, programmes must be gender-sensitive so as to have greater impact 
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on reducing maternal mortality, abortion and the spread of HIV/AIDS. 
Another factor is that there has been a considerable shortfall in resources, 
with the shortfall from donor countries being twice as much as the shortfall 
from domestic resources. 


The report states that the key to achieving the goals of ICPD as well as 
the Millennium Declaration is the empowerment of people, men and women 
alike. While investing in people is central to development, it is equally 
important to create an enabling environment that will help every individual to 
develop and utilize his or her full potential. This will entail strengthening of 
institutions, promoting good governance, and improving the involvement of 
communities. 


This report and similar ones from other developing regions of the world 


will constitute part of the documentation for the ICPD+10 meeting to be held 
at United Nations Headquarters in October 2004. 
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INTRODUCTION 


Ten years ago at Cairo, 179 States adopted the comprehensive 
Programme of Action on population and development. [1] Hailed as a 
landmark agreement, it endorses a new strategy that emphasizes the integral 
linkages between population, development and poverty, and focuses on 
strategies to meet the reproductive health needs of individual women and men, 
rather than on achieving broad demographic targets. It also recognizes the 
need to empower women as an important end in itself and as a key to 
improve the quality of life of all people. One of the major goals of this 
20-year Programme is to make family planning services universally available 
as part of a broader approach to reproductive health and rights. 


The Programme of Action adopted by the International Conference on 
Population and Development (ICPD) also includes goals with respect to 
education, especially of girls, as well as goals relating to infant, child and 
maternal mortality. It addresses issues relating to such emerging issues as 
ageing, adolescent reproductive health and HIV/AIDS. Also included in the 
Programme are recommendations in respect of population, resources and the 
environment, the family, and internal and international migration. The 
importance of technology, research and development and of partnership with civil 
society organizations and the private sector are also highlighted in the document. 


Since the adoption of the Programme of Action 10 years ago, countries 
and territories of the ESCAP region have taken a number of initiatives to 
reorient their population policies and programmes in accordance with ICPD 
principles and recommendations. The five-year review of the ICPD Programme 
carried out in 1999 examined progress in implementing the Programme and 
recommended some key actions for addressing the challenges faced in its 
further implementation. [2] At the turn of the century, heads of State and 
Government meeting in New York recognized the pivotal role that population 
issues play in national development and efforts to alleviate poverty. They 
therefore adopted the Millennium Declaration and an ambitious set of goals [3] 
relating to poverty, education, maternal mortality, HIV/AIDS and other issues 
that are closely linked to those contained in the ICPD Programme of Action. 
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The present report examines the status of implementation of the recom- 
mendations of ICPD and the five-year review in light of the Millennium 
Development Goals and other developments that have taken place since. It 
focuses on the experience of developing countries in the ESCAP region during 
the past 10 years and draws upon various reports and documents and on data 
gathered through a field enquiry undertaken by UNFPA in 2003 as part of its 
global 10-year review (details of that enquiry are given in the annex to the 
present report). 


This report is divided into five chapters. Following this introduction, 
chapter I provides an overview of the population and development situation in 
Asia and the Pacific. Chapter II examines in detail the status of implementa- 
tion of the ICPD Programme of Action, drawing upon the results of the 
UNFPA field enquiry and other reviews that have been undertaken, and 
highlights the progress achieved as well as challenges ahead. Chapters III and 
IV deal respectively with partnerships and resources. Finally, chapter V 
provides a summary that includes a discussion on ways to move the 
programmes forward to meet the goals of ICPD and the Millennium Declara- 
tion. 


I. ASIA AND THE PACIFIC IN THE 
GLOBAL CONTEXT 


A. Evolution of population concerns and policies 


The ESCAP region, comprising 58 members and associate members and 
nearly two thirds of the world’s population, is among the most diverse regions 
in the world. While social and cultural diversity in this region has existed for 
centuries, the demographic and economic diversity is quite recent. This 
diversity is the result of differences in the policies and programmes pursued 
by the countries since the mid-twentieth century when many of them attained 
independence. Major rethinking of developmental goals and strategies has 
taken place in recent years, particularly since 1990. Because this process is 
reshaping the political, economic and social mosaic of the region and 
its people, it is important to provide a brief historical perspective before 
considering the impact of ICPD over the past 10 years. 


Except in Australia, Japan and New Zealand, mortality and fertility rates 
were high in most countries of Asia and the Pacific in the middle of the 
twentieth century. However, as more and more countries gained independence 
and began to emphasize improvements in health as a priority in their plans, 
mortality began to decline rapidly.! The result was an acceleration in the rate of 
population growth as fertility continued to remain high in nearly all the countries 
of the ESCAP region. At the same time, concerns were being expressed about 
the adverse impact on the health of mothers and their children of high fertility 
characterized by too early, too late, too close and too many pregnancies. 


Non-governmental organizations (NGOs) viewed planned parenthood or 
family planning as an obvious solution to protect women’s and children’s health 
and well-being. Consequently, they began to promote it as part of their health 


1 This decline was facilitated by the introduction of available medical technologies 
that significantly reduced mortality from infectious and parasitic diseases. The gains were 
very significant during infancy and early childhood and much of these occurred under poor 
economic and social conditions. 
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strategy. Soon government planners in the newly independent countries had to 
deal with this issue as they were faced with the prospect of having to educate 
and employ the rapidly growing number of children and young people. 
However, the centralized planning that many of these countries espoused at the 
time did not generate enough growth or savings to meet these challenges. As a 
result, the planners and policy makers decided to curb runaway population 
growth; they saw family planning as a viable strategy for this purpose. Thus 
began the introduction of family planning as a national programme to influence 
the reproductive behaviour of couples, which until then had been considered an 
entirely private matter. These programmes in general had the goal of reducing 
fertility and containing population growth as a means to foster economic and 
social development. Starting with India, and later other countries assisted by 
ESCAP (formerly ECAFE) and UNFPA, this large-scale social engineering 
approach spread to other countries in Asia and beyond. Over the years, the 
seemingly simple approach grew in scope and complexity. 


Controversy has remained the characteristic of international debates on 
population and family planning ever since. Guided by different ideologies, 
earlier debates on the issue were between “family planning” and “beyond family 
planning” interventions as a means to influence fertility and population growth. 
Some countries argued that the solution to the problems of unemployment and 
poverty lies in fertility reduction through family planning, while other countries 
argued that economic and social development is essential for a sustained decline 
in fertility and reduction in population growth. In spite of these diverging 
opinions, most countries of the ESCAP region promoted family planning as a 
national strategy. However, during the decades of the 1960s. 1970s and 1980s, 
significant differences emerged among the countries of the ESCAP region in the 
way that family planning programmes were developed and implemented and in 
the way that related information and services wére provided.” 
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2 For example, family planning services were provided separately from the health 
services in some countries (e.g., Bangladesh, China, India, Indonesia and Pakistan) while in 
others they were provided as an integral part of health service delivery. The integration of 
maternal and child health and family planning services in most countries was due mainly to 
operational convenience for rendering family planning services, which were focused on married 
women of reproductive age, and not due to the realization that the two are closely 
interconnected. Moreover, acceptance of family planning was forced upon couples in some 
countries through policies and/or incentives, while in some other countries it was a choice left 
to the couples. Yet, even in countries where the couples had had a choice, the exercise of their 
choice was limited by the availability of methods in service outlets — sometimes determined by 
policy and sometimes by the lack of resources — and /or the bias or convenience of the service 
providers. A number of countries also used the quota system for service providers to recruit 
clients to accept family planning, which led, on many occasions, to the abuse of clients. In 
addition, while in many ESCAP member countries the Government played a central role in the 
provision of family planning services, in a few countries the private sector and NGOs played 
an equally important role. What had been common in most countries, however, was the desire 
to bring down fertility to the replacement level, as high fertility was perceived by most 
countries as detrimental to economic growth and the well-being of the people. As a result, 


programmes were designed and implemented with this objective in mind rather than being a 
response to the needs of couples. 
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The 1990s, however, saw significant rethinking about the goals and 
strategies of population policies and programmes. As ‘previously noted, the 
major concern was that family planning policies and programmes were focused 
only on achieving national fertility goals rather than on meeting couples’ 
reproductive needs. Moreover, these policies were recognized as infringing on 
the reproductive rights of individuals, in particular those of women. Such 
policies and programmes were also seen by many as ignoring women’s 
genuine concerns with their reproductive health and well-being because they 
were narrowly focused only on married women of reproductive age. The 
programmes were seen as ignoring other important issues such as the quality 
of care provided and the reproductive health needs of adolescents and 
unmarried youth, post-menopausal women and men past reproductive age. 
The move towards a rights-based, needs-based approach, focusing on meeting 
the unmet need for reproductive health including family planning services, was 
fiercely debated at ICPD owing to concerns that such an approach would 
promote abortion and sexual relations outside marriage. Yet, the Programme 
that had been negotiated by more than 180 States fundamentally altered the 
basic paradigm governing population policies and programmes from being 
narrowly focused on family planning and fertility reduction? to one designed 
to meet the broader reproductive health needs of men and women. This does 
not mean that the debate over the impact of population factors on development 
and poverty has ceased. As mentioned previously, successive global and 
regional conferences have underscored the importance of population factors in 
development and the need for integrating these concerns in the planning and 
policy formulation processes. ICPD reiterated these concerns and identified 
issues such as ageing and HIV/AIDS that are emerging and will have 
significant economic and social impacts on families, communities and societies 
in the near and more distant future. In addition, the second half of the 
twentieth century saw substantial progress with regard to equality, equity 
and empowerment of women in most countries. This is manifested by 


3 While concerns with high fertility were dominant in the discussions of population 
and development for most of the second half of the twentieth century, concerns with other 
factors such as mortality, migration and the age-sex structure of the population were also 
frequently raised. Population and development issues were seen to be closely interrelated 
and, therefore, concern emerged about the lack of integration of population factors in 
development planning, which must inevitably recognize the reverse links between 
development and population trends. Most countries acted upon the calls for action made 
during the 1974 and 1984 international population conferences by strengthening technical 
skills and the research base in support of integrated population and development planning. 
The 1994 ICPD Programme reinforces the earlier calls and, with high fertility now being 
less of an issue in many Asian countries, it helps countries to align their future policies 
and programmes to address other dimensions of population change and their linkages with 


development. 
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improvements in the levels of education, health and employment, and to a 
limited extent, in matters related to reproduction. Yet, women remain 
subordinate to men in most societies because of the deep-rooted cultural, social 
and religious norms and traditions that the societies follow. Considerable 
differences in the status of women exist among the countries in the region. 
Nonetheless, the ICPD Programme of Action highlights gender equality, equity 
and the empowerment of women as important goals in their own right and as 
a prerequisite for enabling countries to attain their population and sustainable 
development goals. 


B. Economic dynamism and social change 


The ESCAP region has been the world’s most economically dynamic 
region during the second half of the twentieth century, a trend that has 
accelerated during recent years in spite of the temporary disruptions caused by 
the 1997 financial crisis that adversely affected some economies in the region.4 
However, the pace of progress has varied among the countries, owing in part 
to the differences in the policies that had been pursued by them in the past. 
Moreover, a number of countries in the Central Asian subregion are 
newly formed nation States; as part of the former Union of Soviet Socialist 
Republics (USSR), they had followed a different philosophy of development 
and planning. As a consequence, economic and social conditions vary 
considerably among the countries of that subregion. 


In parallel with economic development there has also been significant 
social progress in the region during this period. This is manifested in 
improved education, health status and the status of women generally across 
countries. Likewise, poverty levels have also declined in most countries, 
despite the temporary reversal of the trend that started with the 1997 financial 
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4 Within the ESCAP region are some of the most vibrant economies in the world. 
Economic growth has averaged well over 6 per cent annually in most of them for much of 
the second half of the twentieth century. Key to this dynamism and growth is the free- 
market policies that they pursued, which attracted significant foreign direct investment to 
these countries at a time when they had an abundance of low-wage labour that could be 
tapped. The emphasis that these countries placed on improving their human capital also 
played a significant role in this regard. As a result, per capita incomes have risen sharply 
and education and health levels have improved significantly. Until a decade ago this 
phenomenal growth was concentrated in a few countries in East and South-East Asia. 
However, countries such as China, India and Viet Nam have moved to an open market 
system by liberalizing their policies towards private sector involvement. — Sustained 
economic growth in these countries would not only contribute to their own economies but 
also have a favourable impact on other economies of the region. 
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crisis. In the past, different countries and areas within countries have 
responded to diverging opportunities through migration, but the scale and the 
patterns of migration have varied. With globalization and improved access to 
information and transport, migration is increasing. Migration, in general, has 
contributed to development and/or reductions in poverty in both the sending 
and the receiving countries, albeit not without some ugly consequences for 
women, children and migrant workers who are exploited and do not receive 
any protection. 


C. Poverty and social exclusion 


Despite the progress that has been achieved during the last half-century 
and the momentum of economic growth that is evident in a number of 
economies during the past two decades, poverty and inequality persist in many 
countries of the ESCAP region. For example, while the incidence of poverty 
has declined significantly from 34 to 24 per cent during the 1990s, the region 
still has 768 million people trying to live on less than one US dollar a day, 
most of them living in South Asia. [4] Likewise, although there have been 
significant improvements in access to education and health care, large seg- 
ments of the population who are poor, live in remote areas, or are disadvan- 
taged (the aged, disabled, refugees, internally displaced persons, ethnic minori- 
ties etc.) do not have equal access to these services in a number of countries. 
In addition, although the status of women in most countries has risen during 
the recent past, women remain largely excluded from taking an active part in 
policy- and decision-making even in countries that do provide them with equal 
access to education and health care. In a number of countries socio-cultural 
and religious norms continue to deprive women of their rights to education, 
health care, employment, access to information and resources, and making 
decisions. It is evident therefore that much remains to be done as we look 
towards the next 10 years. 
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Il. IMPLEMENTATION OF THE ICPD PROGRAMME 
OF ACTION: PROGRESS AND CHALLENGES 


A. Population and sustainable development 


In conformity with the recommendations contained in the World 
Population Plan of Action adopted at Bucharest in 1974 and those for the 
Plan’s further implementation adopted at Mexico City in 1984, the ICPD 
Programme of Action recommends that: 


At the international, regional, national and local levels, 
population issues should be integrated into the 
formulation, implementation, monitoring and evaluation of 
all policies and programmes relating to sustainable 
development. [1, Chapter HI, para. 3.5, p. 12] 


Population issues are central to sustainable development. Most countries 
had taken one or more measures, even before the 1974 World Population 
Conference where an explicit call was made, to integrate population issues 
within the planning and policy process. However, considerable differences 
exist among countries with regard to the integration of population issues. 
Differences arise in part because of inadequate understanding of the issues and 
limited national capacity. Also, the shift from central planning to a market- 
oriented approach, characterized by greater involvement of the private sector, 
and decentralized planning and plan implementation that a number of countries 
in the ESCAP region embraced, all have added significant new challenges in 
this regard. In general, it can be said that the process that began three 
decades ago is still continuing and that population issues are increasingly 
being considered in the context of development planning in most countries. 
Issues that receive attention and the extent to which they get incorporated, 
however, depend upon how they are being perceived as_ influencing 
development. 
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The 2003 UNFPA field enquiry elicited information on a number of 
issues related to the integration of population factors, including their 
interaction with the environment, in national and sectoral development plans, 
strategies and poverty reduction programmes, as well as the consideration of 
issues such as ageing and migration. 


The responses from the UNFPA field enquiry indicate that most countries 
in the ESCAP region (40 out of 44) have taken one or more measures to 
integrate population issues into their development strategies. Thirty-four of 
these countries reported that they have integrated population concerns in their 
development strategies; 21 reported that they have either initiated or modified 
population policies and 7 have enacted laws or legislation on population 
concerns. For example, India adopted the National Population Policy in 2000. 
It “reflects the paradigm shift from the earlier approach, which emphasized 
population control and demography, to the sustainable development and 
reproductive and child health approach”. Accordingly, India’s tenth plan 
emphasizes a “social justice and human development approach to population”. 
In Turkey, “(t)he balance between population dynamics and natural resources; 
economic activities; technological, social and cultural development; has been 
taken into account in the planning and policy formulation process at all levels” 
and the ICPD recommendations have been integrated into the country’s five- 
year development plan (2001-2005). A number of other countries have also 
developed or modified population policies to reflect this change (e.g., the Lao 
People’s Democratic Republic, Mongolia and Sri Lanka) while others have 
established institutional mechanisms for the purpose (Maldives and Nepal). In 
some other countries the process is currently under way. However, in a 
number of others (as reflected in the responses to the field enquiry, which 
might not be reflective of the actual situation) it appears that population 
factors are still being viewed as reproductive health issues only. 


The ICPD Programme of Action states that: 


Efforts to slow down population growth, to reduce 
poverty, to achieve economic progress, to improve 
environmental protection, and to reduce unsustainable con- 
sumption and production patterns are mutually reinforcing. 
[1, Chapter III, para. 3.14, p. 14] 


In this regard, the Programme recommends as priority strategies for 
eradicating poverty investment in human_resources development and job 
creation, as well as the elimination of existing inequities and barriers to 
women’s participation in the development process and to their ability to access 
resources, among other measures. 
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From the responses to the field enquiry, it is clear that most countries in 
the ESCAP region have considered population in their poverty reduction 
strategies (38 out of 44) and population-environment interactions in their 
national and sectoral plans and strategies (37 out of 44). A number of 
countries report that population issues are factored into the preparation of 
Poverty Reduction Strategy Papers (PRSPs) (e.g., in Armenia, Azerbaijan, 
Bangladesh and Indonesia). While an overwhelming number of countries 
report that they integrate population factors into development policy as a 
strategy for poverty reduction, the number of countries reporting that specific 
issues, such as fertility or population growth, affect poverty are much smaller, 
1.e., eight and six countries respectively. This reflects the fact that some of 
these policies are not viewed as explicit strategies to eradicate poverty. Tables 
1 and 2 classify countries according to the degree of integration of population 
factors in poverty reduction and environmental protection. 


Table 1. Degree of integration of population factors 
in poverty reduction strategies 


Many measures* 


Armenia Cambodia 
Bangladesh Kazakhstan 

Some measures? 
Azerbaijan Marshall Islands Turkey 
Bhutan Mongolia Turkmenistan 
Fiji Myanmar Tuvalu 
India Philippines Uzbekistan 
Indonesia Russian Federation Vanuatu 
Islamic Republic of Iran Thailand Viet Nam 
Malaysia 

Limited measures‘ 
Cook Islands Maldives Samoa 
Georgia Nepal Solomon Islands 
Kiribati Pakistan Sri Lanka 
Kyrgyzstan Papua New Guinea Tonga 
Lao People’s Democratic Tajikistan 


Republic 


ee 


Source: UNFPA field enquiry, 2003. 


4 Four or more measures. 
b Two to three measures. 


© One measure. 


i: 
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Table 2. Degree of integration of population in environmental management 


ES er Ee 


Many measures* 


Bangladesh 
Indonesia 

Some measures? 
Cambodia Mongolia Turkey 
India Nepal Turkmenistan 
Kazakhstan Philippines Uzbekistan 
Kyrgyzstan Tajikistan Viet Nam 
Lao People’s Democratic Republic 

Limited measures‘ 
Afghanistan Kiribati Samoa 
Armenia Maldives Solomon Islands 
Bhutan Marshall Islands Sri Lanka 
China Myanmar Thailand 
Cook Islands Pakistan Tonga 
Democratic People’s Papua New Guinea Tuvalu 

Republic of Korea Russian Federation Vanuatu 


Georgia 


Source: UNFPA field enquiry, 2003. 


* Four or more measures. 
> Two to three measures. 
© One measure. 


Many countries in which poverty levels are high report that population 
factors are not frequently considered in strategies to reduce poverty (e.g., the 
Lao People’s Democratic Republic, Nepal, Pakistan and the Philippines). In 
relation to the environment, however, countries in Central Asia (those affected 
by Aral Sea development) report that they integrate population factors into 
environmental management on some occasions, while those in the Pacific (where 
the environment is under threat) do so only on limited occasions. It is clear, 
therefore, from the responses that understanding of population, development, 
poverty and environmental linkages is still inadequate in many countries. 


To address the emerging issue of ageing, the ICPD Programme of Action 
recommends that: 


All levels of government in medium- and long-term socio- 
economic planning should take into account the increasing 
numbers and proportions of elderly people in the 
population. [1, Chapter VI, para. 6.18, p. 27] 
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Among the 44 countries included in the analysis (which excludes Austra- 
lia, New Zealand, the Republic of Korea and Singapore, all of which have 
below replacement fertility and have policies and programmes to address the 
needs of the elderly), 36 indicated that they have taken initiatives to address 
the needs of older persons.> These initiatives include specific policies on 
ageing and social welfare programmes targeted at older persons. Table 3 
classifies countries according to the degree of intervention. 


Table 3. Countries and territories by measures taken to address 
the needs of older persons 
7. 2 > [ia as cee es SS 


Major initiatives 


China Kyrgyzstan Samoa 
Cook Islands Lao People’s Democratic Sri Lanka 
Georgia Republic Tonga 
India Malaysia Uzbekistan 
Indonesia Palau Viet Nam 
Islamic Republic of Iran Russian Federation 


Some initiatives 


Armenia Fiji Pakistan 

Azerbaijan Kiribati Papua New Guinea 

Bangladesh Kazakhstan Philippines 

Bhutan Myanmar Tajikistan 

Cambodia Maldives Turkey 

Democratic People’s Mongolia Turkmenistan 
Republic of Korea Nepal Thailand 


Source: UNFPA field enquiry, 2003. 


For example, China has promulgated the Law of Protection of the Rights 
and Interests of Senior Citizens and established the National Committee on 
Ageing. It is also developing an old-age support system supported by the 
family, community and social welfare organizations. Likewise, Malaysia has 
developed the National Policy for Older Persons and Sri Lanka has set up a 
national council and passed an act in parliament to protect the rights of older 
persons. Turkey has developed several programmes such as the Green Card 


5 For a discussion on ageing policies and programmes in selected countries of the 
ESCAP region, see Bhakta B. Gubhaju and Yoshie Moriki-Durand (2003). “Below- 
replacement fertility in East and Southeast Asia: Consequences and policy responses”, 
Journal of Population Research, vol. 20, No. 1, pp. 1-18. 
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Programme for free in-patient health services for the poor; it has established 
public counselling centres for the elderly and has set up nursing homes and 
rehabilitation centres for the elderly lacking economic means. Thailand has 
developed a long-term plan (2002-2021) for older persons in partnership with 
the Government, NGOs and community-based organizations. Indonesia 
adopted the National Plan of Action for Elderly Welfare in 2000, covering 
social security, health and community support. The Philippines has enacted 
legislation (RA 7876) establishing senior citizens’ centres in cities and munici- 
palities, and passed a law providing for the subsidized purchase of medicine, 
the use of public transport and recreational centres for the elderly. Samoa has 
established a pension scheme and free health care and transport services for 
those over 65 years of age. The Russian Federation and a number of 
countries that were once part of the former USSR (Georgia, Kyrgyzstan and 
Uzbekistan) are reportedly taking initiatives to address this issue. 


The five-year review report on the implementation of the ICPD Programme 
of Action which also reflect the general situation today in Asia [2, pp. 28 and 30]. 
In general, developed countries have a range of policies and programmes to meet 
the needs of the elderly, while developing countries are less far along. 
Developing countries do not have universal coverage of old-age pensions and 
only scant provision exists for social support outside the family. Medical care in 
developing countries too is not geared to the needs of older persons. Hence, 
developing countries need to move towards broad-based systems of income 
maintenance without accelerating the decline in informal systems. A reorienta- 
tion of medical systems will be necessary to meet the emerging challenges. 


With regard to migration, both internal and international, and the impacts 
on development and poverty in the sending and the receiving regions/countries, 
the ICPD Programme of Action recommends a number of measures to influence 
migration trends and meet the needs of migrants. Thirty-one countries reported 
that they have formulated explicit policies to influence migration movements to 
achieve balanced spatial distribution of the population; 11 stated that they have 
not adopted any explicit policy. Most Pacific island economies belong to the 
latter category, which is understandable in view of. the smallness of their 
populations and the concentration of the populations on only a few islands in 
each of the States concerned. Other countries in this category are the 
Democratic People’s Republic of Korea, Malaysia, Thailand and Timor-Leste. 
The response from the Democratic People’s Republic of Korea is possibly due 
to the fact that the country does not view its strict registration rules as 
tantamount to restrictive policies on migration. Malaysia and Thailand may 
well have no explicit policies because labour and population movements are, to 
a large extent, determined by labour market conditions. However, in this 
context, it should be cautioned that some policies on product pricing, 
regional development etc.) that might Mes a = these Care ed 
influence migration, though these are not seen as such explicitly. 


14 


Implementation of the ICPD Programme of Action: Progress and Challenges 


Explicit policies that affect population movements in other countries 
include policies that apply strict control measures to restrict people from 
moving their place of residence. Such policies still exist in some countries 
(e.g., China, Kazakhstan, the Russian Federation and Uzbekistan) that 
pursued, until recently, highly centralized planning or are continuing to 
pursue such policies. Some of these policies have proven to be ineffective, 
for example, in China where millions of people without proper registration 
live in towns and cities. While the situation is changing and more 
countries are relaxing these measures and accommodating such movements, 
most countries (e.g., Bangladesh, India, Indonesia, the Islamic Republic of 
Iran, Maldives, the Philippines and Sri Lanka) in the ESCAP region have 
pursued policies to redistribute their populations or effect population 
movement through a combination of regional development measures. Such 
measures include fostering rural and regional development, improving the 
infrastructure and social services in rural areas and providing rural credit, 
all of which are aimed at reducing disparities among the regions. Some of 
these countries (e.g., the Philippines) have also instituted measures to moni- 
tor and regulate population movements while some others (e.g., Indonesia) 
have used massive relocation programmes or the creation of new towns 
(e.g., Kazakhstan) and cities to redistribute the population away from 
densely populated areas. Thus, all countries are aware of the impact of 
population movements and are taking measures, direct or indirect, to 
influence the direction of such movements. 


Box 1. What countries say about migration 


The following verbatim citations from the field enquiry illustrate the 
views of selected countries about migration issues. 


“Calls for State controls of inter-provincial migration are frequently heard, 
but even if it were possible to control the movement, these would contravene 
the PNG constitution...”. (Papua New Guinea) 


“The Government of the Russian Federation by the order of March 2003 
has approved the (concept) of regulating the migration process”. (Russian 
Federation) 


“The equitable distribution and development of social infrastructure and 
greater emphasis given to rural development has helped to achieve a desirable 


rural-urban balance”. (Sri Lanka) 
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Box 1 (continued) 


“The Government carries out a targeted policy of attaining optimal 
distribution of oblast (an administrative unit similar to a _ province) 
populations....Special programmes for the development of the (rural) economy 
and creation of jobs in rural areas have been adopted to prevent (the) rural 


population from migrating”. (Uzbekistan) 


“stabilizing agricultural production and (the) settlement of inhabitants at 
poor communes has contributed to dealing with spontaneous migration, 
migration to new economic zones and planned population distribution”. (Viet 
Nam) 


Table 4 classifies countries according to the measures taken to influence 
migration. 


Table 4. Number of countries according to measures 
taken to influence internal migration 


Measures to influence migration Yes No 
Plans to regulate migration 11 20 
Redistribution of activities ; 18 13 
Policies and programmes on migration 11 20 


Source: UNFPA field enquiry, 2003. 


With regard to international migration, 32 countries reported that they 
have taken explicit measures; the results are summarized in table 5.6 Although 
11 countries have reported that they have not taken explicit measures, most of 
them impose passport and visa rules as well as border controls. These are 
measures that have an impact on international population movements, although 
they are not seen as explicit measures. 


® For a discussion on_ international migration policies in the ESCAP region, see 
Patcharawalai_ Wongboonsin (2003). “Comparative migration policies in the ESCAP 
region”, in Migration Patterns and Policies in the Asian and Pacific Region, Asian 
Population Studies Series No. 160 (United Nations publication, Sales No. E.03.11.F.56), 
pp. 67-95. 
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Table 5. Countries according to measures taken to 
influence international migration 
ee a eee i ti 


Description of measures taken Yes No 
esi‘ “‘ ‘ ‘ RT 
Law on migration i 15 
Migration policy 6 26 
Plans/programmes for migrants/refugees 15 17 
IEC/advocacy a2 0 


Source: UNFPA field enquiry, 2003. 


In some countries free movement is ensured constitutionally (e.g., 
Cambodia and Papua New Guinea). Some other countries have no specific 
policies on population movement, other than the previously mentioned 
passport, visa and border controls. In some of these countries, these explicit 
measures are implemented to severely restrict migration into and out of the 
country, while in others they are used mainly to monitor trends. 


Many countries in the region (e.g., Fiji, Malaysia, the Republic of Korea, 
Thailand and Vanuatu) have policies to regulate the flow of immigrant workers. 
In some of these countries where the demand for labour is quite high, there are 
also a large number of undocumented migrants from neighbouring countries 
(e.g., people from Myanmar in Thailand, and Indonesians in Malaysia). In a 
number of these countries, the presence of undocumented migrants is tacitly 
accepted, as they fill jobs (such as domestic servants and manual workers) that 
the local population does not want to do. Many countries in the region are 
labour-exporting countries (e.g., Bangladesh, India, Indonesia, Pakistan, the 
Philippines, Sri Lanka and Turkey). Some of these countries (e.g., Indonesia 
and the Philippines) have established institutions to render support to migrants 
and/or to negotiate bilateral agreements on labour migration and labour 
protection. Viet Nam has a policy to resettle returning migrants. 


A number of countries in the region also receive a large number of 
refugees (e.g., the Islamic Republic of Iran, Pakistan, Tajikistan, Turkey and 
Turkmenistan) and have developed policies and programmes to address their 
needs. Countries affected by refugee inflows (e.g., the Islamic Republic of 
Iran) cooperate with international organizations such as UNHCR and IOM to 
address the needs of refugees and help them eventually to return to their home 
countries. In addition, a number of countries reported that they have taken 
special measures to address the growing trend in the trafficking of women 


(e.g., Armenia and China). 
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A number of countries in the ESCAP region are moving towards 
decentralized planning and plan implementation. In this context, local govern- 
ments are given greater responsibilities; the process is expected to promote 
greater community participation. It is necessary to put in perspective the fact 
that, in some of the larger countries (e.g., India and Pakistan), their provinces 
and/or districts enjoy great autonomy; therefore, some consideration of popula- 
tion factors enters into their planning processes. However, if decentralization 
is seen as devolving powers to local communities, such as the panchayats 
(village councils serving as a political division) in India or local government 
units in the Philippines, only a few countries in the ESCAP region would meet 
the criteria. Responses to this question in the field enquiry indicate that a 
total of 35 countries have taken steps to integrate population considerations 
into local-level planning. Reported initiatives in this direction include the 
integration of population factors in local economic and social plans (13 and 16 
respectively) and establishing structures (13). 


B. Gender equality, equity and the empowerment of women 


Among the goals of the ICPD Programme of Action are the achievement 
of equality and equity between men and women, and the realization of 
women’s full potential. Towards these ends, the Programme calls upon 
countries to act in order to empower women and to take steps to promote 
gender equality in all spheres of life, including the elimination of discrimina- 
tion against the girl child and the promotion of male participation [1, Chapter 
IV, pp. 17-21]. In addition, the five-year review of the implementation of the 
ICPD Programme of Action made recommendations for :the promotion and 
protection of women’s human rights, the empowerment of women, the incor- 
poration of gender perspectives in programmes and policies, and for active 
advocacy to promote gender equality and equity [2, Chapter III, pp. 25-36]. 


The ICPD Programme of Action also implies that “the elimination of all 
forms of discrimination against women is a prerequisite to (i) eradicating 
poverty, (li) promoting sustained economic growth, (iii) ensuring quality 
reproductive health services, including family planning, and (iv) achieving a 
balance between population and available resources”. [Sipe 


The consensus reached at the ICPD Conference set the tone for two 
strategic shifts. The first was to focus no longer on women alone, but rather 
to consider them along with men in the context of the gender relations in 
which they function. The second was the move towards a rights-based 
approach. For many countries, advancing the ICPD goals, therefore, meant a 
move towards this dual strategy. It is recognized, however, that activities 


focusing on men or women may be necessary in situations where the gender 
gaps are wide. [6] 


18 


Implementation of the ICPD Programme of Action: Progress and Challenges 


All countries that responded to the UNFPA field enquiry reported that 
they have taken specific measures to promote gender equality and equity, and 
for empowering women. These measures include, inter alia, the adoption of 
legislative measures and policies, the establishment of institutional mechanisms 
and the development of action plans for gender mainstreaming. | Many 
countries have also developed IEC and advocacy programmes towards these 
ends. 


With regard to the measures taken to “protect the rights of girls and 
women”, all countries have reported in the affirmative. For example, 35 
countries reported that they have taken “many” or “some” measures: only 9 
reported that they have taken only “limited” measures. In nearly all 
countries of the ESCAP region, equality between men and women is 
guaranteed by their constitution, by an act of parliament, or by other 
legislative action. Most ESCAP member countries have also ratified the 
Convention on the Elimination of All Forms of Discrimination against 
Women (CEDAW) and some are in the process of ratification through their 
legislative processes. Most of these countries have also ratified international 
conventions such as the Convention on the Rights of the Child, and the ILO 
Convention on Equal Remuneration, and have also enacted various laws or 
issued presidential decrees or executive orders to address one or more 
specific gender-related issue. Table 6 classifies countries by the measures 
that they have taken. 


Table 6. Classification of countries by measures taken to protect 
the rights of women and girls 


Number of countries 
Description of the measure a 


Yes No 
National commission/agency etc. 20 24 
Constitutional protection 16 28 
Policies on discrimination/empowerment 13 21 
Ratified United Nations convention/implement 
Programme of Action 26 18 
Laws and legislation on the rights of women om 19 
National action plans for gender mainstreaming 15 29 
IEC/advocacy programmes a 40 
Other 12 32 


Source: UNFPA field enquiry, 2003. 
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Table 7 provides a list of countries that provide constitutional protection 
for the rights of women and girls or that have signed or acceded to or ratified 
CEDAW. The difference in the number of countries reporting the ratification 
of CEDAW arises from the failure of some countries to report their status 
accurately in the field enquiry, or the fact that, although some of them have 
signed it, they may not have ratified it yet. Based on the information 
available, 26 countries (shown in italics in the table) have acceded to it, while 
many more have signed it. A total of 16 countries have reported that their 
constitution provides equal status for men and women. 


Table 7. Countries and territories providing constitutional protection for the 
rights of women and/or having signed and/or acceded to/ratified CEDAW 


Signed/acceded to/ratified CEDAW 


Afghanistan Kazakhstan Russian Federation 
Armenia Kiribati Samoa 
Azerbaijan Kyrgyzstan Singapore 
Bangladesh Lao People’s Democratic Solomon Islands 
Bhutan Republic Sri Lanka 
Cambodia Malaysia Tajikistan 
China Maldives Thailand 
Democratic People’s Mongolia Timor-Leste 

Republic of Korea Myanmar Turkey 
Fiji Nepal Turkmenistan 
Georgia Pakistan Tuvalu 

India Papua New Guinea Uzbekistan 
Indonesia Philippines Vanuatu 

Viet Nam 
Constitutional protection 

Armenia Lao People’s Mongolia Turkey 
Bangladesh Democratic Republic Palau Turkmenistan 
Cambodia Marshall Islands Russian Federation Uzbekistan 
China Micronesia Timor-Leste Viet Nam 
India (Federated States of) 


Source: UNFPA field enquiry, 2003, supplemented with information from other sources. 


Note: Countries in italics have acceded to CEDAW. 


Likewise, most countries (40) also reported that they have taken specific 
measures to “empower women”. Reported measures include the promotion of 
political participation (5); participation in governance (16); empowerment 
through education and training (26) and economic opportunities (16); and the 
passage of laws and legislation (11), Many countries (19) also reported 
empowerment through specific plans, programmes and strategies. 
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Empowering women in a region where, in general, they have been 
largely excluded from decision-making is a challenging task and progress is 
bound to be slow. Yet, it is clear from the detailed responses of countries, 
which largely relate to actions for empowerment at the political, administrative 
and economic levels rather than at the individual household level, that they 
have taken steps towards this end. It should be noted that there are countries 
such as Thailand where women have traditionally enjoyed higher status and 
have also been productively employed in agriculture and services. There are 
also many countries in the ESCAP region (China, Mongolia, Viet Nam and 
the countries in Central Asia) where women have been given equal access to 
education and employment as a result of the socialist political system that the 
countries had pursued until relatively recently. Yet, even in these countries, 
women are not equally represented at the higher echelons of administration 
and political life. On the contrary, there are many countries and population 
groups within countries where women still remain largely excluded from 
decision-making at the family, community and societal levels. There are also 
countries in which significant contradictions exist, wherein women can rise to 
any level (even as heads of State or Government) while the large majority of 
them remain deprived of the essential factors (education, employment, access 
to resources including credit, and recognition of rights) which would equip 
them to take an active part in making decisions at various levels. Thus, the 
situation of women with regard to their empowerment differs significantly 
among the countries and population groups within them. However, as the 
responses in the field enquiry indicate, the situation is changing, albeit slowly, 
through various policy and programmatic interventions and the introduction of 
affirmative action, which is discussed below. 


A number of countries have taken “affirmative action” to improve the 
representation of women in national parliaments, provincial legislatures and 
local-level bodies and for promoting girls’ education. Bangladesh, Cambodia, 
India, Indonesia, Malaysia and Pakistan have made constitutional or legal 
provisions for ensuring women’s representation on one or more of the 
different levels of Government. A number of countries have specified 
strategies to promote girls’ education (e.g., Bangladesh, India, the Lao 
People’s Democratic Republic and Nepal) and/or employment and income- 
generating activities (e.g., Bangladesh, Georgia, the Islamic Republic of Iran, 
the Lao People’s Democratic Republic, Maldives, the Philippines, Sri Lanka 
and Turkey). Two outstanding examples of active NGO involvement in 
Bangladesh to empower women through the provision of microcredit and girl’s 
education are the work of the Grameen Bank and the Bangladesh Rural 
Advancement Committee, which is best known outside the country as BRAC. 
Programmes similar to those of the Grameen Bank are being introduced by 
Governments and/or NGOs in a few other countries (e.g., the Lao People’s 
Democratic Republic, Maldives and Pakistan). Many countries report “gender 
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mainstreaming” in various government departments and/or in development 
programmes as a strategy to promote the empowerment of women (e.g, 
Bhutan, Cambodia, Indonesia, Papua New Guinea, the Philippines, Tonga, 
Turkey and Vanuatu). 


Countries have also reported providing legal education (e.g., the Islamic 
Republic of Iran, Kiribati and Maldives), setting up women’s cooperatives 
and business development training (e.g., the Islamic Republic of Iran, 
Maldives and the Philippines), land titling (the Lao People’s Democratic 
Republic) and advocacy to empower women (e.g., Sri Lanka and Tonga). 
Many of the countries in Central Asia have issued presidential decrees 
mandating the employment of women in administration and advocating non- 
discriminatory practices. Table 8 provides a summary of the major initia- 
tives in this regard. 


Table 8. Number of countries reporting specific initiatives for 
the empowerment of women 


Initiative to empower women Yes No 
Include women in political processes 5 34 
Include women in governance 16 a 
Provide support for education and training 13 26 
Promote economic opportunities 16 ye) 
Sensitize government officials 2 ZT 
Programmes for marginalized women 0 39 
Programmes for women 19 20 
Promulgate laws/legislation 11 28 
Others 22 17 


Source: UNFPA field enquiry, 2003. 


Note: Five countries did not respond to the question. 


Among the 39 countries responding to the question, 12 have taken 
“many” measures, 16 have taken “some” measures and 11 have taken only 
“limited” measures. What is clear is that many countries have taken measures 
to empower women through education, employment and_ participation in 
governance, but only a few (5) have adopted specific measures to empower 
them through political processes and even fewer (2) have reported that they 
have taken measures to sensitize government officials on the issue and the 
Steps necessary to empower women. While nearly half the countries address 


the issue through specific programmes for women, none of them have focused 
specific programmes on marginalized women. 
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Gender-based violence is an issue of major concern. The ICPD 
Programme of Action calls upon countries to “take full measures to eliminate 
all forms of exploitation, abuse, harassment and violence against women, 
adolescents and children”. [1, Chapter IV, para. 4.9, p. 18] 


All 44 countries reported that they have taken measures to address 
gender-based violence. Table 9 provides a summary of the responses. It is 
clear from the table that most countries (26 out of 44) have enacted laws or 
legislation on gender-based violence. However, very few countries (8) 
reported that they have enforced these laws. A number of countries have 
reported providing services for the victims of such violence and have IEC/ 
advocacy programmes to generate awareness of the issue among the general 
public and influential personalities. 


Table 9. Measures taken by countries to address gender-based violence 


Description of the measure Yes No 
National commission established 7 i 
Services for victims 14 30 
IEC/advocacy 11 33 
Training of service providers/government officials 6 38 
Laws/legislation passed 26 18 
Enforcement of laws 8 36 
Monitoring system 4 40 
Others 23 21 


Source: UNFPA field enquiry, 2003. 


As indicated in the regional review of the implementation in the 
ESCAP region [7] of the Platform for Action of the Fourth World 
Conference on Women, critical areas of concern include: (a) violence 
occurring in the family, (b) violence occurring within the community, 
including rape, sexual abuse, sexual harassment in the workplace, trafficking 
of women and girls, and forced prostitution and (c) violence perpetrated or 
condoned by the State, including custodial violence and violation of 
women’s reproductive rights. 


Except in a few countries (e.g., the Philippines and Turkey), efforts to 
address the issue of domestic violence vary widely among the countries. In 
most of them there exits a considerable lack of understanding of the 
pervasiveness of its incidence. In many countries of the region, despite its 
prevalence, this is viewed as a domestic issue and, as a result, most cases of 
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domestic violence go unreported. The situation is further aggravated by the 
subjugation of women and their lack of empowerment in many countries of 
the region. In some countries of the region, violence against women is 
manifested in the severest of forms, such as female foeticide and infanticide, 
dowry killing and acid burning. Trafficking of women and girls and forced 
prostitution are significant phenomena in many countries of Asia. Most of the 
countries affected are beginning to enact laws, develop action plans and enter 
into bilateral agreements between the countries of origin and destination in 
order to reduce the prevalence and mitigate the impact on women of this form 
of violence. In many countries NGOs are involved in highlighting the issue of 
gender-based violence and in actively advocating measures to curb its 
incidence; they are also involved in providing care and protection for 
its victims. Although most countries did not specify any constraints in 
addressing the issue of gender-based violence, underlying factors include the 
prevalence of poverty and, more importantly, the deep-rooted social customs 
and cultural factors that condone such practices in many countries. 


Improving access to primary and secondary education and the elimination 
of the gender gap in education have been among the major goals of the ICPD 
Programme of Action and the Key Future Actions adopted in 1999 during the 
five-year review of the Programme’s implementation. The five-year review 
urged countries to: 

“... as quickly as possible, and in any case before 2015, 
meet the Conference’s goal of achieving universal access 
to primary education; eliminate the gender gap in primary 
and secondary education by 2005...”. [2, para. 34, p. 85] 


According to the field enquiry, all the countries concerned have made 
some progress towards achieving universal access to primary and secondary 
education. There are a number of countries in which enrolment at the primary 
level is almost universal and a number of them in which secondary school 
enrolment was also high even prior to ICPD. In many countries, particularly 
those in South Asia (excluding Sri Lanka and some states of India) and in the 
least developed countries such as Cambodia and the Lao People’s Democratic 
Republic, enrolment levels have been quite low by comparison. As UNFPA 
field enquiry data indicate, there has been measurable progress towards the 
achievement of the goal of universal primary education contained in the ICPD 
Programme of Action and in the Millennium Declaration. Reported factors for 
improving the situation in these countries during the 1990s include: (a) free 
and compulsory education for boys and girls at the primary level, (b) 
programmes and strategies to reduce the drop-out rate, (c) increased funding 
for public and private sector schools, (d) incentives for poor families and (e) 
IEC/advocacy campaigns. The field enquiry points to a number of 
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constraining factors faced by these countries, even though they are making 
progress. Reported constraints include, inter alia, inadequate budgets and a 
lack of schools to meet the demand, increased cost of materials and transport, 
limited access particularly in rural areas, weak enforcement of policies and 
the demand on children’s time because they must help to augment family 
income. 


With regard to bridging the gender gap in education, the field enquiry 
indicates that progress, albeit slow, is being made in most countries (38 out of 
44). As noted previously, it should be borne in mind that in many countries 
(particularly in Central Asia and other socialist economies) gender disparities in 
education do not exist thanks to the enforcement of policies that give equal 
opportunity for education to boys and girls. The measure of progress reported 
by countries in which significant disparities existed is the increase in the ratio 
of girls to boys, which is due in part to (a) enactment of laws and legislation, 
(b) support for girls’ education, particularly girls from poor families and (c) the 
increased number of schools for girls. According to the field enquiry, increased 
parental support was not reported as a factor in any of the countries. 


Most countries reported that they have taken some measures to instill 
respectful attitudes towards girls and women among boys; only five countries 
reported that they have taken no action in this regard. The number of 
countries taking specific actions to instill respect, however, is much smaller. 
For example, only seven countries mentioned IEC/advocacy in specific settings 
(e.g., after-school programmes and religious and community organizations) and 
eight referred to the family as a source to instill such values. Eleven countries 
indicated that they have reviewed and/or revised curricula, and six have 
incorporated such concerns into adolescent/youth reproductive health 
programmes. Even fewer countries indicated specific constraints to instill such 
attitudes among boys. For example, son preference was indicated as a 
constraint by only one country, whereas in many countries of the region son 
preference remains deep-rooted in the family and in society. Only a few 
countries see a differential value and perception of the roles between men and 
women as well as other factors as inhibiting their initiatives to instill a 
respectful attitude among the boys towards girls and women. Removing deep- 
rooted attitudes that are not respectful of girls and women in societies and 
cultures across Asia is by no means easy. Such attitudinal change would 
require an integrated approach to the empowerment of women through 
education, and employment and a fundamental change in the socialization of a 
new generation of boys who are respectful of women and girls (in the family, 
at school, in the workplace and in other settings). 


With regard to enabling men to support women ’s_ rights and _ their 


empowerment, only 29 countries reported having taken some measures; these 
include IEC/advocacy campaigns (16), legislation on paternity leave (4) and 
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encouraging male involvement in reproductive health (7). Among the most 
frequently cited constraints were religious and sociocultural attitudes (9 and 6 
countries respectively). Among the countries that did not take specific 
measures, few mentioned that men and women have equal rights, while many 
others reported that gender issues are perceived as women’s issues and that 
there are no national plans to make any change towards enabling men to 
support such issues. However, a larger number of countries (37) mentioned 
that they have taken steps to enable men to take responsibility for their own 
and their partner’s reproductive health. Major initiatives reported by the 
countries include education of men (19), IEC/advocacy (23) and the promotion 
of male contraceptive methods (10). 


Table 10 classifies countries according to whether cultural factors are 
conducive or constraining. As can be seen from the table, cultural factors 
are viewed as contributing to the promotion of gender equality, equity and 
the empowerment of women in many more countries than those reporting 
them as constraining such efforts. While some cultural factors are seen as 
conducive, other factors are seen as constraining in a number of countries. 
In general, countries and territories of the Pacific see the situation as condu- 
cive because of the relatively high status accorded women in those societies. 
Most countries in South Asia indicated that cultural factors are simulta- 
neously both conducive and constraining. In many of these countries 
(except in Bhutan), where there is strong son preference and/or dominance 
of males, cultural factors are much more constraining than they are 
conducive to promoting gender equality, equity and the empowerment of 
women. In Central Asian countries, decades of socialist rule have led to 
improvements in women’s status and mitigated the influence of any cultural 
and religious factors that otherwise could have had a negative effect on 
gender equity and the empowerment of women. Thus, not much in the 
form of new interventions have been undertaken to promote improvements 
In women’s status. 


It is evident from the responses that, in spite of the ambiguity seen in 
a number of them with regard to distinguishing between cultural factors and 
the efforts that are being made to address them, all countries recognize the 
importance of promoting gender equality, equity and the empowerment of 
women. The countries have been taking various measures to improve 
the situation, as described in the preceding sections. It is also clear from 
the detailed responses that cultural factors do have an impact on these 
efforts. Detailed responses indicate that (a) such impacts are favourable in 
countries that traditionally accord women equal status and (b) they constrain 


such efforts if these deep-rooted factors accord women a lesser role in 
society. 
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Table 10. Classification of countries and territories according to the 
influence of cultural factors on the promotion of gender 
equality, equity and the empowerment of women 


a eee me 


Armenia 

Azerbaijan 

Bangladesh 

Bhutan 

Cambodia 

China 

Cook Islands 

Democratic People’s 
Republic of Korea 

Fiji 

Georgia 

India 

Indonesia 


Armenia 
Afghanistan 
Azerbaijan 
Bhutan 
Cambodia 
China 

Fiji 

India 


Armenia 
Azerbaijan 
Bangladesh 
Bhutan 
Cambodia 
China 

Fiji 


Conducive 


Kazakhstan 
Kiribati 
Kyrgyzstan 


Lao People’s Democratic 


Republic 
Marshall Islands 
Micronesia 
(Federated States of) 
Mongolia 
Myanmar 
Nepal 
Pakistan 
Palau 


Constraining 


Indonesia 
Kazakhstan 


Lao People’s Democratic 


Republic 
Malaysia 
Maldives 
Mongolia 
Nepal 


Both conducive and constraining 


India 
Indonesia 
Kazakhstan 


Lao People’s Democratic 


Republic 
Mongolia 
Nepal 


Source: UNFPA field enquiry, 2003. 


Philippines 
Samoa 
Solomon Islands 
Sri Lanka 
Tajikistan 
Thailand 
Timor-Leste 
Tonga 
Turkey 
Tuvalu 
Uzbekistan 
Vanuatu 
Viet Nam 


Philippines 

Papua New Guinea 
Solomon Islands 
Thailand 
Timor-Leste 

Tonga 

Viet Nam 


Philippines 
Solomon Islands 
Thailand 
Timor-Leste 
Tonga 

Viet Nam 


C. Reproductive health and reproductive rights 


Health, including reproductive health, is fundamental to development, as 
Mr. Kofi Annan, Secretary-General of the United Nations, pointed out in his 
message to the Fifth Asian and Pacific Population Conference in December 


2h 


Implementing the ICPD Agenda: 10 Years into the Asia-Pacific Experience 


2002: “The Millennium Development Goals, particularly the eradication of 
extreme poverty and hunger, cannot be achieved if questions of population and 
reproductive health are not squarely addressed”. 


As described in the Programme of Action, reproductive health is a state 
of complete physical, mental and social well-being and not merely the absence 
of disease or infirmity, in all matters relating to the reproductive system and to 
its functions and processes. The Programme sets out three key objectives in 
respect of reproductive health: 


(a) To ensure that comprehensive and factual information and a 
full range of reproductive health-care services, including family 
planning, are accessible, affordable, acceptable and convenient to all 
users; 


(b) To enable and support responsible voluntary decisions about child- 
bearing and methods of family planning of their choice, as well as 
other methods of their choice for regulation of fertility which are not 
against the law and to have the information, education and means to 
do so; 


(c) To meet the changing reproductive health needs over the life cycle 
and to do so in ways sensitive to the diversity of circumstances of 
local communities. [1, Chapter VII, para. 7.5, p. 31] 


To meet these objectives, the Programme of Action calls for the 
following actions: 


All countries should strive to make accessible through the 
primary health-care system, reproductive health to all 
individuals of appropriate ages as soon as possible and no 
later than the year 2015. [1, Chapter VII, para. 7.6, py oki 


The Programme of Action defines reproductive health care as including 
the following: 


Family planning: counselling, information, education, communication and 
services; 


Safe motherhood: including education and services for prenatal, safe 


delivery and post-natal care, especially the breast-feeding of infants and 
women’s health care; 
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Infertility: prevention and appropriate treatment: 


Abortion: as defined in Chapter VIII, para. 8.25 of the Programme of 
Action (p. 44), including the prevention of abortion and the management of 
the consequences of abortion; 


Reproductive tract infections (RTIs), sexually transmitted diseases (STDs) 
and other reproductive health conditions such as breast cancer and cancers of 
the reproductive system and HIV/AIDS: (diagnosis) and treatment: 


Information, education and counselling: on human sexuality, reproductive 
health and responsible parenthood; 


Harmful practices: which adversely affects reproductive health. 


The Programme of Action recognizes the importance of “referral” to 
higher levels (secondary and tertiary) of care for the diagnosis and treatment 
of complications arising from pregnancy, delivery and abortion; infertility and 
various forms of reproductive morbidities in meeting the goals and objectives 
of reproductive health. 


Thus, the Programme of Action has established a new paradigm and a 
framework for action that are radically different from that of its predecessors. 
First, the Programme recognizes reproductive rights as an important compo- 
nent of human rights when it underscores the importance of voluntary deci- 
sions about childbearing and methods of family planning. Second, it places 
family planning at the centre of reproductive health services. Third, it sees 
reproductive health as encompassing the entire -life cycle of men and women, 
rather than as narrowly limited to women of reproductive age. Fourth, it 
highlights the importance of primary health care (with referrals as appropriate) 
in improving access to and the quality of reproductive health information and 
services (including counselling) in an integrated manner. 


Promotion of reproductive rights: Field enquiry responses indicate that 
39 out of 44 countries have taken one or more steps to promote or enforce 
reproductive rights. Reported measures include the formulation of new 
policies on reproductive rights (RR) or reproductive health (RH) (20), 
enactment of new laws or legislation (11), making institutional changes and/ 
or providing training on RR/RH (6), developing national plans or strategies 
on RR/RH (17), IEC and advocacy for RR/RH (6) and/or taking other 
measures to improve RR/RH (13). The enquiry also indicates that 27 
countries include RR/RH in monitoring the implementation of human rights 
and 33 countries include the status of RR/RH when reporting to human 


rights treaty bodies. 
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Prior to ICPD, a number of countries in Asia (e.g., Bangladesh, China, 
India, Indonesia, Nepal, Pakistan, the Philippines, Sri Lanka and Viet Nam) 
had developed and implemented family planning policies and programmes with 
the sole objective of reducing fertility (the number of children born to 
women). Many of these countries also had established separate institutional 
structures (ministries, directorates etc.) to plan and implement their family 
planning programmes. However, as the overriding emphasis was fertility 
reduction, these programmes did not respond to the needs of clients, and in 
some cases were coercive. In a number of other countries, notably in Central 
Asia but also in many countries in South Asia, the availability of methods was 
severely limited (e.g., to the intra-uterine device (IUD) in Central Asia) or 
limited to a few methods, as in South Asia, giving clients very few options 
from which to choose. In a number of these countries, various forms of 
incentives for clients and quotas for service providers also limited the ability 
of clients to make choices. Lack of knowledge about various methods and/or 
inadequate access only confounded the situation in many of these countries. 


Since ICPD, there have been significant policy- and programme-related 
developments in many of these countries that are building a conducive 
environment, in particular for women to exercise their reproductive rights. For 
example, India has officially abandoned the incentive/quota-driven  target- 
oriented method of family planning and adopted the National Population 
Policy, which responds to the needs of couples. In Indonesia, reproductive 
rights are included as one of 10 human rights and the National Human Rights 
Commission has been established to monitor the situation. Other countries, 
such as Bangladesh, Nepal and Pakistan, to name a few, have also taken steps 
to reorient their polices and programmes to respond to the reproductive health, 
including family planning, needs of couples and/or individuals on a voluntary 
basis. Many countries have also taken measures to address other issues such 
as gender-based violence that have an impact on the reproductive health of 
women and girls. Nearly all countries in Central Asia have introduced a 
number of new family planning methods in their programmes and this initia- 
tive has improved the options available to couples. 


However, even in a favourable policy and programme environment, 
countries in which the educational levels of and employment opportunities for 
women are low and where sociocultural and religious factors play a pivotal 
role, progress towards ensuring the reproductive rights of women remains 
slow. Moreover, there are instances where provider biases and/or their lack of 
knowledge, understanding and skills hinder progress towards achieving the 
delivery of reproductive health, including family planning, services that meet 
the informed and voluntarily-determined weeds of clients. 
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Integration of reproductive health services. The report of the 1998 
high-level meeting to review ICPD implementation stated the following: 


Reproductive health acknowledges that ultimately it is 
concerned with choices to improve levels of reproductive 
health and, for instance, the most pervasive justification of 
fertility regulation is the improvement of individual health 
and in particular maternal health. The movement from 
specific concerns, be they family planning or maternal 
health or sexually transmitted diseases, to a more coherent 
concept of reproductive health is basically a recognition 
that in order to attain reasonable levels of reproductive 
health, there must be an expansion of choices for people. 
These choices are not only in terms of contraceptive 
technologies for regulating fertility, but more fundamen- 
tally in terms of the choices people make in their sexual 
and reproductive lives. [8, pp. 116-117] 


While the conceptual argument for the integration of reproductive health 
services is persuasive, it is also equally compelling for important practical 
reasons, because “family planning programmes work best when they are part 
of or linked to broader reproductive health programmes that address closely 
related health needs and when women are fully involved in the design, 
provision, management and evaluation of services”. [1, Chapter VII, para. 7.13, 
pp. 32-33] 


According to the field enquiry, in nearly half the countries reproductive 
health services had been integrated into the primary health care system even 
before ICPD, and most of the other countries have taken steps towards that 
goal since ICPD. New developments such as health sector reforms, the 
move towards sector-wide approaches (SWAPs) and decentralization have 
had an impact on the progress achieved in realizing integration in some 
countries with vertical programmes (e.g., Bangladesh and the Philippines 
respectively). For example, the field enquiry indicates that 27 countries 
promote RH/RR, and in a number of others the reform process is 
under way. In the Philippines, institutional restructuring together with 
decentralized planning and implementation have contributed, to the provision 
of integrated RH services at the primary health care level. In Bangladesh, 
too, while two separate directorates continue to be responsible for health 
and family planning, the implementation of SWAPs could strengthen 
integration at the policy a ning levels and at various service delivery 


points (SDPs). 
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A few countries (e.g., Indonesia and Malaysia) have indicated that they 
have established essential service packages that incorporate many of the 
components previously mentioned. Indonesia noted that “... it is committed to 
implement the essential RH care package through the primary health care 
system. The priority reproductive health problems addressed in this package 
are: family planning, safe motherhood including care of the new born, 
prevention and management of complications of abortion, RTI/STD/HIV 
prevention, infertility and adolescent reproductive health”. In Malaysia, 
“(c)ore reproductive health components such as pre- and post-natal care and 
maternal care had been integrated into the primary health care system prior to 
ICPD. After ICPD other reproductive health components such as reproductive 
tract infection (RTI) and infertility treatment have been integrated”. 


However, important challenges remain. For example, a review of the 
Asian and Pacific experience with regard to the integration of reproductive 
health service components in the context of primary health care indicates that 
countries with vertical systems of service provision (e.g., family planning) face 
major institutional barriers because separate ministries (or departments within a 
ministry) are responsible for service delivery and because managers are 
reluctant to relinquish power. [9] A similar conclusion was reached during the 
1998 review conducted by ESCAP in which it had been stated that, as “with 
all concepts, their translation into effective programmes is often a challenge 
and, as with the primary health care approach, where there continues to be 
tension between those advocating an integrated or comprehensive approach as 
against a vertical and selective approach, similar tensions apply to a certain 
extent within reproductive health care”. [8, p. 117] 


The 1998 review also identified a number of other issues that affect the 
integration of component services into a more comprehensive reproductive 
health-care package. These include, inter alia, setting priorities within the 
reproductive health services, consolidating successful components and then 
expanding the scope of reproductive health care to cover other service compo- 
nents in an incremental manner. They also include issues such as management 
arrangements to facilitate an integrated system of service delivery, including 
logistics and information support, and the development of human resources. 


In general, therefore, countries of the Asian and Pacific region vary 
significantly with regard to the integration of reproductive health service 
provision in the context of primary health care, although there have been 
efforts to move in that direction. For example, countries such as the Islamic 
Republic of Iran, Malaysia, Thailand and Turkey, with a well-developed basic 
health infrastructure, had been providing integrated services with many 
components prior to ICPD and they are now moving closer to full structural 
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integration of the range of services at all levels. A number of other countries 
are characterized by functional integration at some, particularly peripheral, 
levels. For example, India has separate line functions for vertical programmes, 
with mechanisms for coordination and referral to higher levels of care. 
Vertical programmes with little or no coordination are a practice of the past, 
yet elements of such programmes still exist in countries where strong vertical 
programmes were the rule. The Asian and Pacific region includes a number 
of countries in Central Asia that became independent and sovereign countries 
with the break-up of the former USSR, and/or moved away from central 
planning since the early 1990s. These countries, by and large, have developed 
RH policies and programmes that seek to provide RH services through their 
health service delivery systems, partly because they began their programmes 
and the provision of RH _ services within the framework of the ICPD 
Programme of Action. 


Access to and quality of reproductive health services: Universal access to 
reproductive health services through the primary health care system, with 
referrals to higher levels of care, as appropriate, by the year 2015 is one of 
the important goals set by ICPD. Realization of this goal is contingent upon 
universal access to basic health services, as those services have to be built on 
basic health-care delivery systems. Access to basic health services is nearly 
universal in the majority of Asian and Pacific countries. Yet, there are a 
number of countries (e.g., Afghanistan, Bangladesh, Cambodia, India, 
Indonesia, the Lao People’s Democratic Republic, Pakistan and _ the 
Philippines) in which a sizeable segment of the population does not have 
access to basic health services. 


For many countries, systematic and accurate information on _ the 
percentage of the population with access to (comprehensive and integrated) 
reproductive health information and services is lacking. For example, in the 
field enquiry a third of the countries did not provide any information on the 
percentage of SDPs providing three or more RH services. For countries where 
this information is available, it does not reflect the true extent of access to RH 
services; in a number of these countries, the percentage of the population with 
access to SDPs is low, and hence the percentage of the population having 
access to RH services is also correspondingly low. 


As with access, the quality of RH care varies significantly among the 
countries and much of this variation depends partly upon the level of develop- 
ment of the countries. Key elements of quality of care include client choice 
of methods, information for and counselling of users, the technical competence 
of providers, interpersonal relations between providers and clients, mechanisms 
for follow-up and continuity of care and an appropriate constellation of 
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services. [10] Factors such as inadequate skills of service delivery personnel, 
lack of client orientation in the delivery of services, insufficient mechanisms 
for supervision and follow-up and the limited choice available to clients have 
an adverse impact on the quality of services in many countries. However, the 
situation with regard to access as well as quality is gradually improving across 
Asia and the Pacific. [11] Provided below are some examples of interventions 
to improve the access to as well as the quality of RH services that have been 
adopted by various countries. 


Bangladesh has set up/expanded service delivery networks at all levels, 
established standards of care and strengthened logistics to ensure an adequate 
supply of commodities. Bhutan, India, Indonesia, Kazakhstan, the Lao 
People’s Democratic Republic, Thailand and Turkey are among the many other 
countries that have taken similar measures to improve access to good quality 
RH services. Additional measures taken by countries to improve access to RH 
services include the utilization of outreach services, community-based distribu- 
tion networks (e.g., Fiji, Pakistan and Viet Nam) and the private sector (e.g., 
the Islamic Republic of Iran, the Philippines and Viet Nam) and NGO outlets 
(e.g., the Philippines and Viet Nam). In Armenia, a “travelling doctor” 
scheme has been introduced in many regions; the system enables the provision 
of RH services, including antenatal and family planning services, to hard-to- 
reach and remote rural areas. Most countries have upgraded the skills of 
service delivery personnel to improve the quality of care. The Islamic 
Republic of Iran utilizes a management information system to assess the status 
of RH services in different areas in an effort to improve quality. Malaysia 
“recognizes that interaction with clients requires great efforts and skills so as 
to meet the demand and expectations of quality of service” and hence a client- 
centred approach is used to ensure a high continuation rate of users. Thailand 
has developed guidelines on “gender-sensitive reproductive health services” for 
all health personnel in order to improve quality. Viet Nam has strengthened 
communication, education, counselling and follow-up services; maintained the 
hamlet/tribal health care system; and introduced services free of charge for the 
poor in an effort to improve access and quality. In Mongolia, bagh feldshers 
(mid-level practitioners) and primary health-care providers in rural areas are 
supported in order to provide delivery services to herder families. Further, 
mainstreaming health and RH services through family doctors has expanded 
the scope of services. The Philippines has decentralized the management of 
health service delivery to local government units in order to improve access to 
services. Many countries also report having taken steps to improve the mix of 
contraceptives in order to improve the choice available to family planning 
clients. Table 11 provides the number of countries taking specific actions to 
Improve access to good quality RH services. 
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Table 11. Number of countries classified by measures taken to improve 
access to and quality of RH services 
se tm Sie es ee ee 


Description of measures Number of countries (41) 
eee 
Free RH services in all facilities 9 
Accessible RH services in all facilities 4 
Increase in service delivery points 19 
Allocation of resources and equipment 6 
Decentralized service delivery | 
Improved management and logistics 6 
Youth-friendly services 4 
Mobile services 3 
Partnership with NGOs/private sector 1] 
Quality standards 14 
Increased staff and training 20 
Other measures 10 


Source: UNFPA field enquiry, 2003. 


Notwithstanding these efforts, key challenges remain to improving access 
to RH services. Those identified during the recent review are “a lack of 
service delivery points or clinic time limitations, lack of knowledge about 
them or fear of going to them, social and cultural immobility such as poverty 
and geographical isolation, and limited access to certain groups such as 
adolescents”. [9, p. 268] Likewise, the factors that affect the quality of care 
in the countries of the region identified during the 1998 review include, inter 
alia, “lack of an appropriate strategy on quality of care and provider skills”. 
[12, p. 146] Also important in the context of improving quality is the need to 
improve people’s awareness and the exercise of their options and to strengthen 
a client-centred approach to health care, including RH care. 


Life-cycle approach to reproductive health: Reproductive health needs are 
not limited to women in the reproductive age group, as had been the perception 
prior to ICPD when the focus of population programmes was mainly family 
planning. Asia is currently at a stage when the population aged 15-24 has 
reached its peak and the number of older persons will rise dramatically in the 
near future as fertility continues to decline. There are also other developments 
such as an increase in the age at marriage, an increase in sexual relationships 
outside marriage, higher prevalence of STDs and HIV/AIDS, particularly among 
youths, and increases in longevity that require a broadening of RH services to 
cover the reproductive health needs of population groups that had only limited 
access to such services in the past. The ICPD Programme of Action, therefore, 
recommended that the RH needs of men and women of all ages, including 
adolescents and older persons, be addressed. 
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While the field enquiry included a number of questions related to 
information and services for adolescents and young people, it did not contain 
questions regarding access to RH services for men and older persons, except 
for one enquiring whether or not some of these aspects were included in the 
health sector reform package. It will be clear from a subsequent discussion on 
adolescent reproductive health that a range of initiatives have been taken by 
countries to respond to the RH needs of adolescents in spite of the barriers 
that exist in many countries of Asia. 


Child health has always been a part of MCH/FP and remains so under 
the new paradigm of RH/FP. The emergence of the HIV/AIDS pandemic as a 
major health threat in many countries has given impetus to addressing the RH 
needs of men, although their involvement in and need for family planning 
remain low in many countries. A number of countries are giving increasing 
importance to RH issues such as breast and cervical cancer and other diseases 
of the reproductive system that occur at older ages. This is an area where 
more emphasis needs to be placed as a large segment of the population of 
many countries in the region will be ageing more rapidly in the coming 
decades. The move towards a life-cycle approach is faster and easier in 
countries that are more advanced in providing integrated RH service delivery 
(e.g., the Islamic Republic of Iran, Malaysia, Sri Lanka, Thailand and Turkey) 
than in other countries (e.g., Bangladesh, China, India, Indonesia, Nepal and 
Pakistan). The lack of a comprehensive strategy and the limitations on 
resources including human resources in many countries of Asia will be a 
major hindrance to fully integrate the RH needs of these population groups. 


Interventions. to address specific RH _ conditions: Most countries 
responding to the field enquiry have undertaken specific interventions to 
reduce maternal mortality (41); improve contraceptive choice (37) and RH 
commodity security (36); prevent and manage complications arising from 
unsafe abortion (34); and reduce and manage STIs, including HIV/AIDS (43). 


Table 12 classifies countries according to the measures taken to reduce 
maternal mortality. Field enquiry data indicate that maternal mortality 
remains high in a number of Asian countries, particularly in South Asia. 
Even in countries where mortality is relatively low, further progress is 
possible because there remain population groups. still experiencing high 
maternal mortality and morbidity. The majority of countries (25) adopted 
the training of health-care providers as an important strategy to reduce 
maternal mortality. Nearly half the countries also reported having made 
specific plans and programmes in_ this regard.  IEC/advocacy, improved 
information systems and improvements in pre- and post-natal care are the 
other initiatives taken by a number of countries. 
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Table 12. Classification of countries by measures taken 
to reduce maternal mortality 


ee re eS ee Ee 


Description of measures Number of countries (41) 
Creation of RH/FP clinic network 7 
Improved pre- and post-natal care 10 
Training of health-care providers 25 
Mobile maternal health services 4 
IEC/advocacy 14 
Transportation for emergency obstetric care 6 
Promote partnerships 8 
Improved information systems 1] 
Services for vulnerable groups 6 
Women’s empowerment 3 
Develop plans and programmes 20 
Promote institutional delivery | 
Other measures 10 


Source: UNFPA field enquiry, 2003. 


Only a few countries (e.g., Bangladesh, Bhutan, Cambodia, China and 
Indonesia) reported the promotion of family planning as a means that they 
have pursued to reduce maternal mortality and morbidity. Those countries 
provided this information under “other measures” for reducing maternal mor- 
tality, which could reflect a lack of understanding among their planners and 
programme managers of the important effects and the indirect impacts of 
interventions such as family planning on health rather than their desire to 
promote family planning as a mean of lowering fertility and/or meeting certain 
“targets”. 


Family planning: All signatories to the ICPD Programme of Action 
agreed that “demographic goals should not be imposed on family-planning 
providers in the form of targets or quotas for the recruitment of: clients’ sid; 
Chapter VII, para. 7.12, p. 32] Instead countries should try to meet the needs 
of clients with regard to contraceptive choice in order to enable them to 
achieve their reproductive intentions. Since ICPD in 1994, all the countries 
that had pursued policies involving the setting of targets or quotas and 
incentives to meet fertility goals have abandoned them in spite of the 
reservations expressed by some that this, together with the integration of 
family planning with broader reproductive health care, might have a negative 
impact on the acceptance of family planning and on the contraceptive 
prevalence rate. However, a review conducted as part of the Fifth Asian and 
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Pacific Population Conference in 2002 concluded: “The integration of family 
planning into expanded reproductive health programmes that provide women 
and men with choice in planning their reproductive lives, while _ still 
incomplete, has not led to reversals in fertility decline”. [13, p. 74] 


Table 13 presents information on the measures taken by countries to 
expand contraceptive choice, as revealed by the field enquiry. Apparently, 
many countries have started to introduce/promote female-controlled methods 
such as female condoms (13) and emergency contraception (19). Free and/or 
subsidized distribution of contraceptives is another strategy adopted by about a 
quarter of the countries. As mentioned previously, countries in Central Asia 
that recently became independent have begun to introduce methods that were 
not available to them before ICPD. As recent surveys have shown, their 
contraceptive mix has significantly changed as a result. Even in other 
countries that were promoting specific methods (in most instances, methods to 
limit the number of children) have begun to introduce other methods (more to 
space births) as part of programmes that have increased the options available 
to clients. Yet, there are factors, such as provider bias, lack of skills for 
counselling and insufficient information on methods available/provided to 
clients, together with sociocultural factors, that affect the access to, as well as 
the use of, one or more methods. For many, such factors continue to inhibit 
the free and informed choice of methods. 


Table 13. Countries adopting measures to improve contraceptive choice 


Description of measures Number of countries (37) 
Increase in the number of service delivery points * 
Social marketing l 
Improved logistics 3 
Subsidized/free contraceptives 10 
Training of providers 7 
Female condoms 13 
Emergency contraception 19 
Pharmacies/other sites 4 
Other measures 13 


Source: UNFPA field enquiry, 2003. 


RH commodity security, including that of contraceptives, is an important 
concern. Some of the factors contributing to the unmet need for 
contraceptives and consequently to unwanted pregnancies are the shortage of 
contraceptives as well as problems associated with planning, procurement and 
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the supply and distribution of contraceptives. Thirty-six countries reported that 
they have taken actions to ensure RH commodity security. Key initiatives 
include the promotion of partnerships with NGOs and the private sector (12), 
improvements in logistics and management information systems (11) and 
Support from international agencies (10). Some of these countries have 
provided training for their managerial and administrative staff in the 
management of the supply and distribution of contraceptives. As will be seen 
in a subsequent section, there has been a considerable shortfall in resources, 
particularly from the donor community, which is a serious constraint affecting 
commodity security, including the availability and supply of a range of 
contraceptives. 


Unsafe abortion is an important public health concern in many Asian 
countries. The ICPD Programme of Action calls upon Governments and 
relevant intergovernmental and non-governmental organizations “to strengthen 
their commitment to women’s health, to deal with the health impact of unsafe 
abortion as a major public health concern”. [1, Chapter VIII, para. 8.25, p. 44, 
with reference to endnote 20 on p. 85 of that publication] This concern is 
further emphasized in the report of the five-year review in which countries are 
called upon to “take appropriate steps to help women avoid abortion” and to 
“provide for the humane treatment and counselling of women who have had 
recourse to abortion”. [2, para. 63(ii), p. 92] 


It is estimated that in Asia unsafe abortion accounts for 12 per cent of all 
maternal deaths and 38,000 women die annually from abortion complications. 
Half the world’s unsafe abortions are also estimated to occur in Asia. [9] The 
inability of couples and individuals to meet their reproductive intentions, 
occurring as a result of unmet need for contraceptives, is an important factor 
contributing to the high prevalence of abortion in many countries. Young 
people, for whom access is severely constrained, are more at risk of having to 
go through an unsafe abortion and its resulting complications. The incidence 
of unsafe abortion is generally high in countries where unmet need for 
contraception is high, abortion is illegal and where the quality of health care is 
poor. The experience of the countries in Central Asia during the 1990s 
indicates that improved access to a broad range of contraceptives can 
significantly reduce abortion. Likewise, good quality health care can also 
reduce the incidence of unsafe abortion and maternal deaths even in countries 
where abortion is not legal but widely practised. 


According to the field enquiry, 34 countries in Asia and the Pacific have 
taken a number of initiatives to reduce the incidence of unsafe abortion. 
These include the legalization of abortion (5), passage of laws on abortion 
under certain conditions (10), provision of family planning services (12), 
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provision of post-abortion care (20), training of care providers to provide post- 
abortion services (4) and preparation of guidelines on post-abortion care (5). 
Examples of reported interventions include the following. 


Myanmar has made unsafe abortion a priority issue in its National Health 
Policy, and provides health facilities with RH commodities to prevent 
unwanted pregnancies; it is also expanding the coverage of post-abortion care 
in more areas. Bangladesh has developed a module and introduced training 
programmes in post-abortion care for service providers; it also provides post- 
abortion counselling and advice on family planning to clients. Cambodia has 
enacted a law legalizing abortion up to the twelfth week of pregnancy. In 
1997, Nepal amended its Civil Code to allow abortion up to the twelfth week 
of pregnancy under certain conditions, and Bhutan approved medically 
terminated pregnancies (MTPs) in 1999 if the pregnancy poses a danger to the 
health of the mother. In China, increased contraceptive prevalence and the 
promotion of effective contraception have reduced the incidence of abortion, 
especially unsafe abortion. Many other countries (e.g., Indonesia, the Lao 
People’s Democratic Republic, Malaysia, Nepal and the Philippines) also report 
that they have improved access to family planning and contraceptive choice 
and/or improved the skills of service providers delivering post-abortion care as 
part of their strategy to minimize unwanted pregnancies and to manage any 
complications arising from unsafe abortion. 


Unsafe abortion was one of the issues hotly debated at the Fifth Asian 
and Pacific Population Conference in December 2002 owing to the important 
role it plays in women’s health, among other reasons. The Asian and Pacific 
Plan of Action on Population and Poverty calls upon countries to strengthen 
the implementation of relevant recommendations in the ICPD Programme of 
Action and its five-year review. [14, section F, para. 6, p. 25] 


Sexually transmitted infections (STIs) including HIV/AIDS: Until the mid- 
1980s, the prevention and management of STIs was seldom a priority in the 
health agenda of many countries in Asia and the Pacific. The situation 
changed considerably with the emergence of the HIV/AIDS pandemic, which, 
unless checked, threatens national and regional development and the quality of 
life of vast numbers of people. One of the objectives of the ICPD Programme 
of Action is “to prevent, reduce the incidence of, and provide treatment for, 
sexually transmitted diseases, including HIV/AIDS, and the complications of 
sexually transmitted diseases such as infertility, with special attention to girls 
and women”. [1, Chapter VII, para. 7.29, p. 35] The Key Actions in the five- 
year review further reinforce the call made at ICPD to Governments to “ensure - 
that prevention of and services for sexually transmitted diseases and HIV/AIDS 
are an integral component of reproductive and sexual health programmes at the 
primary health-care level”. [2, Part Il, Chapter II, para. 68, p. 93] The United 
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Nations General Assembly special session on HIV/AIDS and the Millennium 
Declaration set specific targets for reducing the spread of HIV/AIDS. The 
Millennium Declaration calls on Governments to halt by 2015 and begin to 
reverse the incidence of HIV/AIDS. 


According to the field enquiry, nearly all the countries (43) have taken 
one or more measures to reduce and manage STIs, including HIV/AIDS. 
Table 14 classifies the countries by the specific actions taken. 


Table 14. Classification of countries by measures taken to prevent 
and manage STIs and HIV/AIDS 


Description of measures Number of countries (43) 
Measures included in national plans 29 
National policies developed 10 
National commission established 11 
Prevention, treatment and management pH) 
Social marketing of condoms/medications 6 
Partnership with NGOs/private sector is, 
IEC/advocacy 32 
Focus on vulnerable populations 17 
Voluntary counselling 39 
Voluntary testing £9) 
Target interventions 4] 
Condom availability 43 
Commercial sex workers 28 
Truck drivers 12 
Young people targeted 23 


Source: UNFPA field enquiry, 2003 (Qs 19g, 28, 29). 


It is clear that most of the countries have taken one or more steps to 
stem the spread of HIV/AIDS. While a number of countries have initiated 
such measures, it should be noted that in many instances such measures 
might be available and reach only a small proportion of the people who are 
either infected or could potentially be exposed to HIV transmission. Various 
surveys indicate that knowledge and awareness of HIV/AIDS are increasing 
in many countries, but not safe sexual practices and the prevention of 
other means of transmission. For example, the fact that condoms are 
available in most countries does not imply that they are being used to 
prevent the transmission of HIV. Likewise, the accessibility and 
affordability of testing for HIV and subsequent treatment remain limited in 


most countries. 
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Box 2. HIV/AIDS prevention and management strategies 
in selected countries 


Bangladesh: Creation of a management team at the central, district and 
upazila (subdistrict) levels; ensuring a safe blood supply through screening; 
counselling and voluntary testing of pregnant and lactating women; establish- 
ment of STD and HIV/AIDS surveillance; targeted interventions of vulnerable 
groups (commercial sex workers, intravenous drug users, truck drivers and 
transport workers); establishment of support systems and actions to prevent 
discrimination against those with HIV/AIDS; mobilizing support from different 
sectors of Government, NGOs and the private sector; introduction of HIV/AIDS 
as a topic in academic curricula; improving the capacity for diagnosis and care; 
and IEC/advocacy. 


Cambodia: Comprehensive — strategic plan with seven elements: 
empowering the individual, family and community to prevent HIV infection 
and to deal with its consequences if infected; passing laws on HIV/AIDS 
prevention and care, on domestic violence and trafficking, and on patents in 
order to benefit from the Doha Agreement; strengthening managerial capacity 
to implement, manage, coordinate and enhance cooperation on HIV/AIDS 
policies and programmes; strengthening preventive measures such as the pro- 
motion of 100 per cent condom use by commercial sex workers; expanding 
care and support and piloting new interventions; strengthening national 
capacity for monitoring, evaluation and research; and mobilizing resources. 
The plan also includes voluntary counselling and testing; targeted interven- 
tions for sex workers, street children and young people; strengthening the 
capacity of service providers; and IEC/advocacy. 


India: Make prevention and management essential components of RH 
care; set up National AIDS Control Organization; identify and target high- 
risk groups (commercial sex workers, injecting drug users, truck drivers, 
migrant workers and men who have sex with men) and provide integrated 
services; prevention strategies including IEC/advocacy; voluntary counselling 
and testing; safe blood supply; promotion of safe-sex practices; and address- 
ing gender and age dimensions of HIV/AIDS. A number of other initiatives 
are also in the pipeline. 


Thailand: Strong political commitment backed up with financial support; 
HIV/AIDS prevention and control made a national priority; a committee formed 
under the aegis of the Prime Minister’s office; multisector response on risk 
reduction in commercial sex; expanding the role of the media and private sector 
in broadcasting HIV/AIDS-prevention messages; nationwide 100 per cent con- 
dom programme focusing on sex establishments; response of. civil society 
organizations; government programme to prevent mother-to-child transmission: 
and strong international support. The programme also targets all adolescents 
and youths, and strengthens the capacity of service providers. 
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Box 2 (continued) 


. Viet Nam: Passed an ordinance on HIV/AIDS prevention; targeted inter- 
ventions for injecting drug users, sex workers and truck drivers; social market- 
ing of condoms; promotion of healthy lifestyle, safe sex and faithfulness; 


ensuring safe blood supply; promoting harm-reduction programmes such as not 
sharing needles; removal of stigma surrounding HIV/AIDS; and community- 
and home-based care. 


Source: UNFPA field enquiry, 2003. 


It should also be mentioned that, in spite of the severity of and the 
potential for the rapid spread of HIV/AIDS, there are some countries in which 
those at the policy-making level feel that it is still not a major concern 
because of the belief that HIV will affect only the vulnerable population and 
would not spread to the general population. Cultural and social factors in 
some countries inhibit the promotion of safe-sex practices and condom use, 
particularly among adolescents and unmarried youth, both of which groups are 
especially vulnerable, as well as the provision of support and care for those 
infected owing to the severe stigma surrounding HIV/AIDS. However, other 
countries (e.g., Cambodia and Thailand) have taken prudent and _ timely 
measures to contain and reverse its spread through effective programmes to 
promote awareness and condom use. 


Adolescent reproductive health: With age at menarche declining as a 
result of improved health and nutrition, age at marriage rising owing to 
improvements in female education and sexual relationships outside marriage on 
the rise, meeting the RH needs of adolescents and unmarried youth represents a 
major challenge for countries in the region. The ICPD Programme of Action 
and the subsequent five-year review highlight this need and call upon countries 
to meet the special needs of adolescents and to establish appropriate 
programmes to respond to those needs. In response to these calls, many Asian 
countries have been taking actions to address these special needs. However, 
experience to date is limited and the impact of the actions taken has not been 
evaluated. Nonetheless, a review of available evidence from Asia conducted in 
conjunction with the Fifth Asian and Pacific Population Conference “indicates 
that young people’s situation varies tremendously by age, sex, marital status, 
class, region and cultural context and correspondingly calls for interventions 
that are flexible and responsive to these disparate needs”. [isyep. 275] The 
review also points out that “...while international attention tends to focus on 
premarital sexual activity among young people, for young women in Asia, 
sexual relations occur overwhelmingly within the context of marriage”. [15, p. 


43 


Implementing the ICPD Agenda: 10 Years into the Asia-Pacific Experience 


283] In spite of laws prohibiting early marriage and countries experiencing a 
rising age at marriage, the study notes that “more than half of females marry as 
adolescents in Bangladesh, India and Nepal, as do between one fifth and one 
third in Indonesia, Pakistan and Thailand”. [15, p. 283] 


The same review states: “The sexual and reproductive health needs of 
adolescents and young people are firmly highlighted in national agendas 
throughout Asia”. [15, p. 302] However, the review concludes: “While young 
people’s knowledge and awareness about sexual and reproductive health is 
increasing, much of this knowledge remains superficial and ridden with myths, 
misperceptions and a sense of invulnerability. In many settings, gender power 
imbalances make risky behaviour acceptable, encourage secrecy and fear of 
disclosure, and inhibit negotiation among partners”. [15, p. 302] Furthermore, 
it states: “Lack of communication with parents and other trusted adults 
similarly keeps young people ill-informed and unlikely to receive parental 
support or counsel in relation to sexual matters. Sexuality education remains 
inadequate and irrelevant to the needs of many young people, and services 
remain inaccessible, unacceptable, unaffordable and of indifferent quality in 
meeting the needs of youth”. [15, p. 302] 


Most of the countries (39) have taken specific measures to address 
adolescent reproductive health needs, as can be seen in table 15. 


Table 15. Classification of countries by measures taken to address 
adolescent reproductive health needs 


eee 


Description of measures Number of countries 
ee SL ee 2 |.) Aes 
Laws/legislation passed 12 
Policies enacted 10 
Plans and programmes developed fa 
IEC/advocacy campaign 10 
Sexuality/life-skills education in schools 8 
Counselling 8 


Source: UNFPA field enquiry, 2003. 


Only a few countries (8) indicated that they have introduced sexuality/ 
life-skills education in schools; however, in answer to a direct question on this 
issue 32 countries answered in the affirmative. A number of countries also 
reported having initiated out-of-school youth programmes (16), training of 
teachers on adolescent reproductive health issues (7), peer education (6) and a 
number of others have initiated pilot programmes. Also, according to the field 
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enquiry, most of the countries also reported having taken action to provide 
information (35) and services to adolescents (40). However, when information 
on specific actions is examined in detail, it becomes clear that far fewer 
countries have taken actions that go beyond the formulation of plans or 
policies and/or IEC/advocacy in support of adolescent reproductive health 
information and service provision. Moreover, in most of the countries such 
actions are limited to education, advocacy and the provision of information 
and counselling, utilizing diverse channels. RH services, in particular contra- 
ceptives to prevent unwanted pregnancies and STI/HIV/AIDS, are not available 
to adolescents and unmarried youth in most countries. Also, in many 
countries sociocultural factors prevent married adolescents and married girls 
and young women and men from accessing the RH services that otherwise 
would be available to married couples. 


As the previously mentioned regional review [15] indicates, it is clear 
that adolescent reproductive health issues are very much on national agendas. 
Also, a variety of initiatives are being introduced or pilot tested in countries, 
such as the establishment of telephone hotlines, radio call-in programmes, peer 
counselling, out-of-school youth programmes and the introduction of life-skills/ 
sexual and reproductive health education in schools. In this regard, it is 
important to highlight the vital role played by NGOs in initiating innovative 
interventions to meet the RH needs of adolescents. However, the potential for 
the expansion and/or the adaptability of these initiatives to other countries in 
order to meet the growing needs of the large cohort of adolescents and youth 
has yet to be assessed. This is because a number of constraints and 
misunderstandings identified in the review have a negative influence on any 
attempt to expand and adapt such initiatives. 


The following are some examples of initiatives that have been adopted by 
countries to deal with this important issue. 


Box 3. Illustrative examples of adolescent reproductive health 
initiatives in selected countries of Asia and the Pacific 


India: Although India has no explicit policy on adolescents, the National 
Population Policy, the National Nutrition Policy and the National Policy for the 


Empowerment of Women recognize adolescents, in particular the girl child, as 
an underserved group. The country’s tenth five-year plan recognizes that 
adolescents have a right to information and health services, including reproduc- 
tive health counselling. Family-life education is being integrated into the 
educational curricula and vocational training centres, and peer education is 
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Box 3 (continued) 


being introduced as a strategy to reach young people. The sociocultural 
environment in India is not supportive of any discussion of adolescent 
reproductive health issues and the initiatives that do exist are at a nascent stage. 


Philippines: The Commission on Population gives attention to the needs 
of adolescents and youth through strategies that include the following: 
population education and multimedia campaigns; the establishment of multi- 
service youth centres; capacitybuilding for counsellors and youth volunteers etc.; 
and studies and research on adolescent and youth behaviour, attitudes and 
practice. The Philippines established the National Youth Council and it fosters 
multisectoral involvement in addressing adolescent reproductive health needs. It 
has conducted young adult fertility and sexuality surveys and disseminated 
information to adolescents and youth through “entertainment education”, school- 
based guidance programmes, population education, including — structured 
educational activities for in-school and out-of-school youth, an AIDS hotline 
and a “dial-a-friend” service providing counselling. Besides a community-based 
health programme for youth, it has established centres for young adults. Other 
than counselling and information services, there are no specific reproductive 
health services for adolescents and youth in the Philippines owing to the strong 
objection from the Catholic Church to the provision of such services to 
adolescents and young people. However, the country is not without active 
advocates who favour the provision of such information and services to 
adolescents and youth. 


Tajikistan: = The National Programme on Reproductive Health and 
Reproductive Rights was approved in 1999. It is aimed at having such issues 
addressed by schools and non-medical establishments in an effort to promote 
healthy lifestyles among adolescents and youth. Youth Voluntary Councils 
have been set up in major towns to train volunteers in peer education and 
counselling. Steps have been taken to expand this organization to other areas 
of the country. RH centres, established throughout Tajikistan, provide informa- 
tion and services to adolescents and youth. Awareness-raising activities are 
conducted using mass media and other channels of communication, including 
NGOs. Adolescents and youth can get contraceptives and other reproductive 
health services at RH centres. Constraints include a lack of resources and IEC 
materials, as well as the inadequate training of volunteers. 


Thailand: Appropriate life-skills and sex education curricula have been 
revised and introduced in primary and secondary schools. The Friend’s Corner 
has been established to meet the reproductive health service needs of adoles- 
cents. Thai culture is not seen as a barrier to addressing adolescent reproduc- 
tive health needs. 


es eae 


Source: UNFPA field enquiry, 2003. 


46 


Implementation of the ICPD Programme of Action: Progress and Challenges 


Client participation in RH care: According to the field enquiry, one third 
(33) of all the countries have reportedly taken action to involve clients in the 
planning and implementation of RH care. The majority of the countries are 
attempting to do this through consultation with community representatives or 
NGOs and community-based organizations working in the communities. 
While some countries (7) have helped to set up such community groups, a few 
others (4) have attempted to solicit consumer views through surveys. More 
often reported by countries are IEC and advocacy campaigns to create 
awareness and understanding of the issues among clients and among those 
who wield some influence on them. The majority of countries (35) reported 
that adolescents have been involved in the planning and implementation of 
programmes on information and service provision. Such involvement is 
usually at the programme planning and implementation levels through 
consultations with youth organizations and focus group discussions, as well 
as through the participation of adolescent peer volunteers who _ provide 
information and counselling on the RH needs of their peers. 
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Ill. PROMOTING PARTNERSHIPS 


The participation of civil society organizations (CSOs), NGOs and the 
private sector is seen as essential for meeting the Millennium Development 
Goals and those contained in the ICPD Programme of Action. The latter 
states: “The involvement of non-governmental organizations should be seen as 
complementary to the responsibility of Governments to provide full, safe and 
accessible reproductive health services, including family planning and sexual 
health services”. [1, Chapter XV, para. 15.6, p. 78] Also, one of the 
objectives of the Programme of Action is to “promote the role of the private 
sector in service delivery and in the production and distribution, within 
each region of the world, of high-quality reproductive health and family- 
planning commodities and contraceptives, which are accessible and affordable 
to low-income sectors of the population”. [1, Chapter XV, para. 15.15(b), 
p. 79] 


The enquiry conducted by ESCAP in 1998 as part of the five-year review 
of, inter alia, ICPD implementation indicated that, barring a few exceptions, 
NGOs have operated in most countries of the Asian and Pacific region and 
have played pioneering roles in highlighting issues that are culturally sensitive 
and that Governments are reluctant to address. In the countries which did not 
have NGOs at the time (e.g., the Lao People’s Democratic Republic and 
Uzbekistan) they have since begun to support NGOs in population and related 
programmes. Many of the countries also indicated that “NGOs were encour- 
aged to participate in the policy dialogue on population and reproductive 
health issues”. While their involvement was largely in the form of participa- 
tion in workshops and seminars, in a few countries NGOs were included as 
members of government-organized policy committees. In that enquiry, most 
of the Governments also reported taking specific action to promote CSO and 
NGO participation by supporting them in project development and implemen- 
tation, often providing RH services and addressing the needs of adolescents 
and youth. Only a few countries reported that they have established 
mechanisms to promote the participation of CSOs and NGOs. 
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The UNFPA field enquiry confirms the above-mentioned findings. For 
example, while 24 countries reported that NGOs are involved in programme 
development, implementation and monitoring, only 7 countries reported their 
involvement in policy-making and/or having developed policies for their 
involvement in activities related to RR/RH. Also, the involvement of the 
NGOs in RH/RR training and consultation workshops was cited by only a few 
countries. Ten countries reported that they have set up national forums for 
NGOs. 


Nearly two thirds of the countries (22 out of the 33 responding) indicated 
private sector involvement in providing services, including supplying 
contraceptives. The private sector is involved in the provision of services, 
including the distribution of contraceptives, in most countries. It also sponsors 
social marketing and outreach programmes in many countries (16), according 
to the field enquiry. Many countries also reported that the private sector 
sponsors some IEC/advocacy activities or has supported the organization of 
special events. 


Since the Cairo Conference in 1994, direct donor support to NGOs — in 
many countries with the concurrence of the Government — for population and 
reproductive health programmes has also increased. For example, UNFPA 
funding for NGOs rose from US$ 35.8 million in 1995 to US$ 60.1 million in 
1998. [16, p. 332] Asian and Pacific donor countries, namely, New Zealand, 
Japan and Australia, provided 40, 37 and 18 per cent respectively of their 
support to NGOs in the year 2000. For the region as a whole, one third of 
the total expenditure for population activities (totalling US$ 389.3 million in 
2000) was channeled through NGOs. [17, pp. 348-349] The European Union 
has also been supporting seven countries in Asia, mainly through NGOs, to 
improve the access of adolescents and youth to RH information and services. 


New approaches such as health sector reform, SWAPs, Common Country 
Assessment/United Nations Development Assistance Framework and PRSPs 
provide the opportunity to identify and involve CSOs, NGOs and the private 
sector, as well as other development partners, in population and reproductive 
health programmes. 


IV. MOBILIZING RESOURCES 


The ICPD Programme of Action gives prominence to resource 
mobilization; it calls upon all development partners “to achieve an adequate 
level of resource mobilization and allocation, at the community, national and 
international levels, for population programmes and for other related 
programmes, all of which seek to promote and accelerate social and economic 
development; improve the quality of life for all, foster equity and full respect 
for individual rights and, by so doing, contribute to sustainable development”. 
[1, Chapter XIII, para. 13.21, p. 71] Accordingly, the Programme specifies 
the financial resources, from domestic and external resources, required for its 
implementation over a 20-year period. In addition, it also calls upon 
development partners to support other development programmes to strengthen 
public health care, improve education and the empowerment of women, 
generate employment and alleviate poverty. 


In 1994, it was estimated that implementation of the “costed package” 
would require US$ 17.0 billion globally by the year 2000, US$ 18.5 billion by 
2005, US$ 20.5 billion by 2010, and US$ 21.7 billion by 2015. The 
estimated resources for implementing the Programme of Action in Asian 
countries for the year 2000 was US$ 11.0 billion, or approximately two thirds 
of the global requirement. [17, p. 345] The Programme also recommends that 
two thirds of the resources should come from domestic sources and_ the 
remaining one third from international donor support. 


One of the calls included in the Millennium Declaration is for building a 
global partnership for development. In relation to funding, the Declaration 
calls for the fulfilment of the agreed target of 0.7 per cent of GNP for official 
development assistance (ODA). Further, it recommends that 20 per cent of 
external support and 20 per cent of domestic budgets should be allocated to 


provide social services. 


UNFPA, in cooperation with — the Netherlands _ Interdisciplinary 
Demographic Institute, monitors the flow of resources for population 
programmes using data gathered annually through a survey and from other 
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sources. A review of resource flows, which was undertaken as part of the 
Fifth Asian and Pacific Population Conference in 2002, indicated that, 
“(a)lthough considerable progress has been made and funding for population 
has increased since the Cairo Conference, actual resources mobilized by 2000, 
both international assistance and domestic funding, are far below the agreed 
targets”. [17, p. 347] Also, according to the estimates prepared by UNFPA, 
global domestic resource flows for the period 1999-2000 amounted to US$ 8.6 
billion, which is roughly three fourths of the global expenditure of US$ 11.0 
billion on population programmes. These statistics indicate that, while there 
have been shortfalls in both domestic and external funding, the shortfall in 
external funding (50 per cent) was twice the shortfall in domestic funding 
(25 per cent). However, the report cautions that domestic resource flows 
originate only in a few large countries; most developing countries are not able 
to generate their own resources for population programmes. 


Australia, Japan and New Zealand are three countries in the ESCAP 
region that provide donor support for population activities. Together they 
accounted for 9 per cent of global population assistance in 2000, with Japan, 
the second largest donor for population programmes, accounting for a major 
share of Asia’s contribution. The contributions of Australia, Japan and New 
Zealand to population activities represented less than 1, 1.5 and 2 per cent 
respectively of their ODA. 


According to the field enquiry, 27 countries reported that there had been 
an increase in resources, while 10 indicated that there had been no increase. 
Most of the countries (25 of the 27) also indicated increases in government 
funding; only a few countries reported increases from private sector or NGO 
sources. Moreover, most countries (35) also reported that they had mobilized 
resources from external sources. The field enquiry also shows that 12 
countries have introduced cost-recovery approaches, while far fewer countries 
have introduced social marketing or other such methods. While there has been 
an increase in resources, in particular from domestic sources, for population 
and reproductive health programmes in ESCAP member countries, nearly half 
the countries reported that the increase fell below the amounts needed for 


implementing the Programme and only a few reported that their needs were 
met by the available resources. 
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Vv. CONCLUSIONS AND THE WAY FORWARD 


A. General 


The present review, based on the UNFPA field enquiry and other 
documents (in particular the review undertaken as part of the Fifth Asian and 
Pacific Population Conference), indicates unequivocally that countries of the 
ESCAP region, representing well over 60 per cent of the global population, 
have taken significant steps to implement the recommendations contained in 
the ICPD Programme of Action, which will enable them to go a long way in 
meeting the Millennium Development Goals. Progress made by the countries 
in implementing the Cairo agenda varies because the Programme of Action is 
comprehensive as well as path-breaking and because there is substantial 
variability among the countries in terms of their demographic, economic and 
social situation and in their planning and implementation systems. In general, 
all the countries have begun in earnest the challenging task of reorienting their 
population policies and programmes to harmonize with the principles and 
recommendations of the Programme of Action that are rooted in a human 
rights framework. Yet, many challenges remain. If the goals are to be met, 
close partnerships among the stakeholders and mobilization of additional 
resources are essential. 


B. Population and development 


Population factors are integrated into development planning, poverty 
reduction strategies and environmental protection in nearly all the countries. 
However, there is clearly a lack of understanding of the linkages between 
population, development and poverty, because policies and programmes. that 
would have an indirect and significant impact on development and poverty 
are not seen as such in many countries. Inadequate understanding of the 
linkages affects progress towards the integration of population dynamics in 
planning and policy development. The dynamic nature of the relationship 
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between population trends and development, together with the trend towards 
globalization, increased private sector involvement and decentralized 
planning, only makes the integration of population factors in planning a 
more challenging task for many countries. Therefore, additional effort is 
needed to generate better understanding of the dynamic relationship between 
population, development and poverty and to strengthen national capacities to 
incorporate these in policy development and planning. For example, the 
impacts of the changing age-sex structure of populations need to be studied, 
including factors such as ageing, HIV/AIDS and migration. Their impacts 
on the economy and society as well as the impact of development, 
accentuated by globalization, on employment, poverty and migration need to 
be studied along with the differential impacts on women. Moreover, it 
should be noted that, if the second half of the twentieth century saw a 
growing divergence of countries in respect of their economic and 
demographic outlook, the first half of the present century will witness a 
reversal of this trend. This phenomenon will present both opportunities and 
challenges; therefore, it must be factored into the planning and_ policy 
processes of countries in the region. 


With more and more countries reaching replacement fertility, ageing is 
becoming an important issue in the region. The process of population 
ageing is taking place at a much faster pace than in the more developed 
countries. The challenges that it will pose for the care of the elderly, 
including the provision of social security and health care, are beginning to 
be recognized. While many countries report that they have been taking 
action to deal with an ageing population, these efforts remain limited in 
scope and ad hoe in nature. Such efforts will not respond adequately to 
the rapidly expanding needs that will emerge in the near future in most 
countries of the region. 


With globalization and improved communication, migration is likely to 
increase in scale and complexity in the future, with attendant implications 
for the sending and receiving countries and for the individuals and families 
involved. A number of countries in Asia and the Pacific have policies to 
regulate the flow of people; some of. these policies are very restrictive. 
Many other countries have developed policies and programmes. to regulate 
migration but they have met with varying degrees of success. Efforts to 
address the HIV/AIDS pandemic are focused more on prevention 
and cure and do not recognize the links between HIV/AIDS and develop- 
ment. The economic and social impacts of ageing, migration and HIV/ 
AIDS must therefore be considered in the development of policies and 
programmes. | 
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In general, countries of Asia and the Pacific view population as a central 
component of development and incorporate such concerns in planning and 
policy development. However, better understanding of the dynamic nature of 


the relationship between population and development and capacity-building are 
essential to further strengthen this process. 


C. Gender equality, equity and the empowerment of women 


The status of women varies widely across Asia and the Pacific. Most 
countries have taken specific measures to promote equality and equity between 
men and women and to empower women. These measures range from the 
protection of women’s rights by constitutional provisions, legislation and/or acts 
of parliament and the formulation of policies to affirmative action and the 
implementation of programmes targeted at improving women’s education, 
health, employment and income. Progress in improving women’s status is 
reflected in the improvements in education for women, i.e. in the reduction of 
gender gaps. in education in countries where women were previously at a 
considerable disadvantage compared with men. Women also participate 
increasingly in paid employment and work outside the home in most Asian 
countries. Yet, they continue to remain disadvantaged in a number of countries 
across Asia and the Pacific. In most countries, women are not adequately 
represented in parliament or in elected positions of local governments. Women 
also comprise only a small share of the senior echelons of Government. 
Furthermore, they are disadvantaged at the household level when it comes to 
decision-making, which affects their own as well as their families’ well-being. 
Social, cultural and religious factors continue to have a significant impact on 
the progress towards achieving equality between the sexes and in the ability of 
women to make or influence decisions within the family and the community. A 
strong male bias continues to exist in paternalistic societies, resulting in heinous 
practices such as female infanticide and foeticide, “dowry-deaths” and “honor 
killings”. Many countries report that cultural factors have an impact on the 
progress of women in their respective societies. 


Despite improvements in women’s status in most countries, their access 
to reproductive health services and their ability to exercise reproductive rights 
vary across Asia and the Pacific. Most countries have taken measures to 
improve access to RH information and/or services that include, inter alia, IEC 
and advocacy activities, establishing outreach services and promoting male 
involvement and participation. Yet, in many countries of the region, culturally 
ingrained attitudes continue to inhibit access to RH information and services 
for adolescents and unmarried women. Gender-based violence and the traf- 
ficking of women and girls are issues of concern in most countries of Asia. 
Most countries reportedly are taking measures to curb the incidence of 
violence against women and human trafficking. 
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In conclusion, the countries of Asia and the Pacific are committed to 
improving gender equality, equity and the empowerment of women. They 
have taken specific measures towards this goal, but progress is slow in a 
number of countries where social, cultural and religious norms and values 


inhibit such progress. 


D. Reproductive health and reproductive rights 


The ICPD Programme of Action marks a significant departure from its 
predecessor plans of action in calling on countries to reorient their population 
policies and programmes away from a. target-oriented family planning 
approach focused on married women to an integrated and comprehensive 
reproductive health programme that recognizes and responds to _ the 
reproductive rights and reproductive health needs of individuals and couples of 
all ages. It also calls upon countries to make accessible comprehensive 
reproductive health services at the primary health care level within a 20-year 
period, i.e., by the year 2015. 


This review reveals that nearly all countries in Asia and the Pacific are 
committed to the promotion of reproductive rights and to the improvement of 
access to and the quality of reproductive health services; most of them have 
taken measures towards this end. The commitment of countries in the region 
was clearly evident during the Fifth Asian and Pacific Population Conference 
in 2002, in which they unanimously reaffirmed their commitment to pursue 
ICPD principles and recommendations. This is also reflected in the responses 
to the field enquiry that reflect measures such as the development of policies 
and action plans for RH, institutional restructuring, IEC/advocacy, the training 
of service providers and the abolition of targets and quotas for family 
planning. However, achievements and challenges in the implementation of 
programmes vary among the countries of the region. As reproductive rights 
and reproductive health concepts were new to most countries, it took a few 
years for some to understand them and to identify the specific components of 
reproductive health — services. Still, their implications for programme 
implementation are not yet fully understood by different levels of service 
providers in many countries. 


Most countries of the region have taken steps to provide integrated RH 
services; however, progress towards this goal varies. In general, countries that 
had a good basic health infrastructure and had provided family planning as 
part of their basic health service package have been able to provide integrated 
services more easily than other countries that maintained family planning as a 
separate, vertical programme. In countries that had vertical structures for 


family planning, some tension still exists for the full structural integration of 
components of RH services. 
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. With regard to family planning, in spite of the concerns of planners and 
policy makers that the shift to the reproductive health approach would have a 
negative impact on family planning programmes, they have abandoned the use 
of targets, worker-specific quotas and incentives for clients and_ service 
providers as strategies to meet family planning and fertility goals. Evidence to 
date indicates that there has been no adverse effect on family planning 
acceptance as a result of abandoning targets and quotas. Efforts have also 
been made to expand contraceptive choice for clients and this has resulted in 
improving the choices available to them. Yet, unmet need for contraception 
remains high in a number of countries in Asia and the Pacific, leading to a 
high incidence of abortion, including unsafe abortion. However, responses to 
the field enquiry indicate that abortion is not consciously promoted as a 
method of family planning in the countries of Asia and the Pacific. On the 
contrary, recent surveys reveal that the introduction of modern contraceptives 
and improved contraceptive options has resulted in a decline in the incidence 
of abortion in many countries of Central Asia. Priorities that must continue in 
the future are expanding access to and improving the choices for family 
planning that meets the needs of individuals and couples and ensuring that 
related supplies and services are available and affordable. 


Countries of the region have taken steps to further improve access to 
services and enhance the quality of services in order to reduce maternal 
mortality and morbidity, which remain unacceptably high in a number of 
Asian countries, particularly in South Asia. Measures include the expansion of 
antenatal, delivery and post-natal care, increasing access to emergency oral 
contraception including, inter alia, increasing the number of deliveries attended 
by or taking place at health facilities. Other measures involve training in the 
treatment and management of post-abortion complications. However, two 
factors that contribute to high maternal mortality in such countries are high 
fertility during adolescence and unmet need for family planning services. 
These factors result in unwanted and untimed pregnancies, often leading to 
abortion under unsafe conditions. Thus, improving safe motherhood and 
reducing maternal mortality, despite the laudable efforts made since 1994, will 
remain a challenge in these countries. 


Until recently there had been very little recognition of the reproductive 
health needs of adolescents and young adults. As a result of efforts since the 
Cairo Conference, adolescent reproductive health needs are clearly on the 
national agenda of most countries in the region. Many countries have 
developed policies and/or developed programmes to improve access to 
information and services for this most vulnerable population group. While 
there are approaches that have proven successful, many of the initiatives 
remain limited in scope and the results have not been fully evaluated. 
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Because adolescents form a highly heterogeneous group and in many countries 
sociocultural and religious factors limit access to RH information and services, 
the challenge of meeting their RH needs must be met in view of the fact that 
their numbers are at a peak in many countries of Asia and failure to address 
their needs will limit their potential for development. 


The incidence of HIV/AIDS, particularly among young populations, is 
high in a number of countries in Asia. The countries in Asia most severely 
affected have taken measures to stem the spread of HIV/AIDS, some more 
successfully than others. Although awareness of HIV/AIDS and its impact is 
improving, there is an urgent need to dispel the notion in some countries that 
the pandemic will remain confined to high-risk groups. Given the potential 
for the rapid spread of HIV infection, methods of prevention, including 
education and the promotion of “safe-sex” practices, must remain high on the 
national agenda. Efforts to improve the diagnosis and treatment of HIV/AIDS, 
to understand and address many of its economic and social consequences and 
to mobilize the required resources to address the pandemic must remain high 
on the list of national priorities. 


Many countries also report taking measures to address the RH needs of 
older persons, particularly women. Because Asian populations are projected to 
age rapidly, the RH needs of older persons will also increase in parallel. 


In sum, countries of the Asian and Pacific region have shown their 
commitment and resolve to modify their policies and programmes in 
accordance with the principles and goals of ICPD. There has been measurable 
progress in most countries, but major challenges remain. 


EK. Partnerships and resources 


Most countries report progress towards strengthening partnerships with 
CSOs/NGOs, the private sector and development _ partners. They are 
represented in policy forums and have been provided financial support to 
design and implement innovative programmes. There are a number of 
countries in the region where CSOs/NGOs and the private sector are still at 
nascent stages of their development. In a number of other countries, CSOs/ 
NGOs, though autonomous, are part of the Government. New initiatives such 
as health sector reform and SWAPs could further strengthen partnerships in 
dealing with the aforementioned issues. 


The resources available for implementing the ICPD Programme of Action 


do not match the projected requirements, and the shortfall from international 
donors is twice that from domestic resources. 
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Concluding comment 


Continued advocacy with development partners, senior planners and 
policy makers, parliamentarians and legislators and other influential 
personalities is essential to sustain the favourable environment that has been 
generated for implementation of the ICPD Programme of Action in Asia and 
the Pacific and for mobilizing the required resources to meet the ICPD goals 
and the Millennium Development Goals. Concurrent effort is also needed to 
strengthen national capacities for policy and programme development and 


implementation, and for the management (including monitoring and evaluation) 
of programmes. 
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ANNEX 


FIELD ENQUIRY: METHODOLOGY 
AND LIMITATIONS 


Background and scope 


The year 2004 marks the mid-way point in the implementation of the 
20-year Programme of Action adopted at ICPD. Progress made by member 
countries in the implementation of the Programme of Action is to be reviewed at 
the Commission on Population and Development (April 2004) and the United 
Nations General Assembly (September 2004). In addition, UNFPA is marking 
the event by holding regional conferences and meetings in cooperation with 
United Nations regional commissions and by holding a number of technical 
consultations on the status of implementation of the ICPD Programme of Action. 


The field enquiry is part of this review process and is coordinated by the 
UNFPA Technical Support Division (TSD). It covers all Member States of 
the United Nations. 


Objectives 


The objectives of the field enquiry are to: (a) describe, from an opera- 
tional perspective, the progress made by countries in implementing specific 
actions of the ICPD Programme of Action and to analyse patterns of con- 
straints; (b) compare and contrast the progress made across different regions; 
and (c) identify emerging opportunities as a result of the actions taken and 
identify key future actions. 


Methodology 


Information on the status of implementation of important recommenda- 
tions contained in the ICPD Programme of Action was canvassed through a 
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pre-designed questionnaire, containing 47 questions (structured as well as 
open-ended) on nine different topics. Selected indicators for the years around 
1990 and 2000 were also obtained through the enquiry. The questionnaire for 
each country was to be completed by a “multi-stakeholder group” consisting of 
government officials, NGOs, academia and UNFPA field offices familiar with 
the progress made as well as the constraints faced. Canvassing of the 
questionnaires was carried out in 2003 through the UNFPA field offices 
responsible for each country. 


Responses to the open-ended questions were further coded by TSD/ 
UNFPA. For some of them, summary indicators were developed reflecting 
progress and the actions taken. These were then entered into a database. 


The present report analyses the data for the ESCAP region derived from 
that database, supplemented as needed by actual responses or references to the 
information contained in the individual country questionnaires. 


Strengths and limitations of the data 


The information contained in the responses to the field enquiry is rich 
and varied. While many countries provided detailed information on specific 
actions taken, many others have provided only limited information. Because 
most of the questionnaires were completed by an “intersectoral group”, they 
cover initiatives on a range of issues fairly satisfactorily; however, the answers 
themselves may be different from what would have been expected because of 
the differences in perceptions of those who filled in the responses. 


Data obtained through questionnaires, often completed by managers who 
are expected to act on global recommendations, tend to have an inherent bias. 
They may not really reflect the situation on the ground among the intended 
beneficiaries. However, they do provide the directions that national 
Governments and other development partners have taken over the 10-year 
period towards implementing the ICPD Programme of Action. In the long run 
the individual initiatives, whether adoption of a policy, a shift in programme 
direction or an improvement in skills, are expected to translate into benefits 


for the people. The initiatives reflect changes in the environment under which 
programmes operate. 


Further, there are some biases that are created by the subjective nature of 
some of the questions. For example, the response to a question as to whether 
the action taken by a country is “strong” or “limited” and “explicit” or 
“implicit” would be biased because it depends upon the perception and 
understanding of what they actually mean to each country. Responses to 
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questions such as “Is population integrated into poverty reduction strategies?” 
indicate that some respondents were not fully aware of whether or not a 
particular strategy is intended as a strategy for poverty reduction; in many 
instances, the strategy may not be seen as such. 


The analysis uses primarily the tabulations of countries based on 
“summary information”. In this regard, it is necessary to mention that the 
categories that were created to code open-ended questions were overlapping 
(and not mutually exclusive). For example, a_ policy may relate to social 
security, health care and other provisions that are also listed as separate 
initiatives. Hence, any attempt to derive summary measures based on the 
“number” of initiatives could lead to misleading interpretations. To avoid this, 
the analysis includes examples of some of the initiatives taken by selected 
countries. 


In addition, some of the classifications adopted to code the information 
include measures that subject countries to a monitoring regime as well as 
those that do not. An example is the grouping of categories such as the 
ratification of a convention (mandatory) and implementation of a plan of 
action (not mandatory). 


Some of the questions on constraints (e.g., on measures to reduce 
maternal mortality, improve contraceptive choice and ensure RH commodity 
security) were requested only when the answer to the question was not 
affirmative. As a result, countries reporting constraints were only those that 
had not taken any action, which were few, while in fact even those countries 
where actions had been taken would be facing major constraints in meeting 
needs. 


Duplicate questions yielded responses that were different (e.g., gender- 
based violence, STI/HIV/AIDS and actions taken to address adolescent 
reproductive health issues). For example, on a general question on actions 
taken to address adolescent reproductive health, only 8 countries indicated life- 
skills/sex education in school curricula, whereas to a direct question on the 
same subject, 32 countries reported in the affirmative. 
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